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HEALTH  CARE  CRISIS:  PROBLEMS  OF  COST 
AND  ACCESS 


THURSDAY,  AUGUST  23,  1990 

House  of  Representatives, 
Task  Force  on  Human  Resources, 

Committee  on  the  Budget, 

Fresno,  CA 

The  Task  Force  met,  pursuant  to  notice,  at  9:30  a.m.,  in  City 
Council  Chambers,  Fresno  City  Hall,  2326  Fresno  Street,  Fresno, 
CA,  Hon.  Barbara  Boxer,  Chair  of  the  Task  Force,  presiding. 

Mrs.  Boxer.  Good  morning.  I  am  Barbara  Boxer,  and  I  am  the 
Chairperson  of  the  Budget  Committee's  Task  Force  on  Human  Re- 
sources. 

This  Task  Force  I  have  been  the  Chair  of  for  2  years  is  really 
responsible  for  all  of  the  health  care  budget  of  the  Government  of 
the  United  States  of  America. 

I  want  to  welcome  you  to  these  field  hearings,  which  will  be  held 
today  in  Fresno  and  continue  tomorrow  in  Modesto. 

The  Task  Force  is  charged  with  the  responsibility  of  recommend- 
ing funding  levels  for  health  and  education  programs  to  the  full 
Budget  Committee.  During  the  2  years  of  my  chairmanship,  the 
Task  Force  has  highlighted  some  of  our  most  critical  health  care 
and  education  needs.  Over  the  last  year,  the  Human  Resources 
Task  Force  has  held  hearings  on  AIDS,  on  Medicare,  biomedical  re- 
search, veterans'  health  care,  and  children's  programs  including 
the  WIC  Program,  the  special  supplemental  nutrition  program  for 
women,  infants,  and  children. 

The  people  best  able  to  advise  us  on  health  care  issues  are  the 
people  fighting  the  battles  on  the  front  lines.  We  are  here  today  to 
find  out  how  people  in  our  California  communities  are  coping  and 
to  identify  key  problems  and  perhaps  some  innovative  responses 
and  take  all  of  this  back  to  Washington. 

We  are  aware  of  some  shocking  statistics.  As  many  as  37  million 
Americans  have  no  health  insurance  coverage  at  all.  Medicaid 
serves  only  about  half  of  our  poor  children,  while  20  percent  of  our 
children  are  below  the  poverty  line.  The  United  States  ranks 
behind  19  other  nations  in  infant  mortality  rate;  that  is,  behind  19 
other  industrialized  nations.  A  child  born  in  Cuba  has  a  better 
chance  of  surviving  than  a  child  born  in  Washington,  DC,  in  this 
great  Nation.  Over  70,000  babies  are  born  every  year  to  women 
who  have  had  no  prenatal  care.  These  figures  are  very  disturbing. 
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I  have  long  advocated  an  approach  to  health  programs  based  on 
the  cost-effectiveness  of  early  intervention.  We  have  to  reach  out  to 
people  before  they  are  ill  or  pregnant  or  hooked  on  drugs. 

This  hearing  could  not  be  more  timely.  We  are  waiting  for  the 
budget  summit  to  resume.  The  budget  resolution  assembled  by  the 
Budget  Committee,  and  approved  by  the  House,  assumed  large 
funding  increases  for  the  National  Institutes  of  Health,  Medicaid, 
and  other  programs  for  our  children,  and  it  held  the  line  on  Medi- 
care cuts  asked  for  by  the  Bush  Administration.  Unfortunately, 
these  gains  are  threatened  by  the  recent  economic  downturn  and 
differences  in  priorities  between  Democrats  and  Republicans. 

We  are  bringing  together  today  local  elected  officials,  health  care 
providers  and  community  activists  to  dramatize  health  care  issues. 
By  your  testimony,  you  can  help  me  bring  the  truth  about  health 
care  to  the  summit  negotiators  in  Washington  and  to  the  U.S.  Con- 
gress. So  I  really  want  to  thank  you  very  much. 

It  is  my  privilege  at  this  time  to  call  forward  our  first  witness, 
Hon.  Karen  Humphrey,  the  Mayor  of  the  city  of  Fresno. 

Madam  Mayor,  welcome,  and  I  am  very  interested  to  hear  your 
testimony. 

STATEMENT  OF  HON.  KAREN  HUMPHREY,  MAYOR,  CITY  OF 

FRESNO 

Ms.  Humphrey.  Thank  you,  Congresswoman  Boxer.  I  am  indeed 
privileged  to  be  here  and  I  want  to  welcome  you  and  your  staff  and 
the  people  who  are  involved  in  this  effort  to  the  city  of  Fresno.  It  is 
one  of  the  fastest  growing  cities  in  the  San  Joaquin  Valley,  which 
is  one  of  the  fastest  growing  areas  of  California.  And  among  the 
many  challenges  that  we  face,  health  care  is  a  major  issue  for  us. 

I  am  really  pleased  that  you  are  here  looking  at  health  care 
issues.  We  are  under  increasing  pressure  in  the  Fresno  area  as 
elsewhere  in  the  State,  but  I  think  you  will  hear  some  specific 
issues  for  the  central  valley  here,  due  to  not  only  changes  in  Feder- 
al policy  but  you  may  have  heard  about  our  recent  State  budget 
crunch  in  which  a  number  of  the  cuts  are  going  to  severely  affect 
the  providing  of  health  care  services  in  the  Fresno  area  as  well  as 
throughout  the  State. 

We  have  our  own  Valley  Medical  Center  which  is  under  tremen- 
dous pressure  and  will  be  under  more  due  to  the  State  budget  cuts. 
But  it  also  affects  other  agencies.  In  fact,  one  of  the  things  that  we 
are  aware  of  as  city  officials,  and  as  you  well  know,  cities  do  not 
directly  provide  health  care,  except  the  health  insurance  that  we 
provide  to  our  own  employees,  and  we  are  always,  of  course,  con- 
fronted with  the  rapidly  rising  cost  of  that.  But  we  are  not  respon- 
sible for  providing  Valley  Medical  Center  or  the  health  services. 
The  county  is  the  arm  of  the  State  which  does  provide  that.  Howev- 
er, we  are  very  sensitive  because  it  is,  of  course,  the  citizens  of 
Fresno  who  are  deeply  affected  by  what  is  going  on. 

And  we  have  seen  the  problems  for  Fresno  residents  develop  over 
the  years.  We  are  aware  of  the  hospitals  in  the  community,  not 
just  Valley  Medical  Center,  but  the  private  hospitals  as  well  who 
are  under  pressure  because  of  inadequate  reimbursement  from 
either  Medicare  or  Medi-Cal  services  they  provide.  And  we  are  very 
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interested  and  supportive  of  the  positive  changes  that  may  come  in 
Federal  policy  to  address  some  of  the  needs,  particularly  of  access 
to  health  care  and  the  cost  of  health  care  in  the  San  Joaquin 
Valley. 

As  I  said,  we  are  not  directly  involved  with  providing  health  care 
but  we  are  really  concerned  with  health  issues  and  not  just  physi- 
cal health  issues.  We  see  them  as  a  piece  of  the  health  of  the  entire 
community.  And  there  are  many  issues  in  which  we  have  a  linkage 
in  the  relationship  to  these  issues.  And  in  which  decisions  in  those 
areas  are  going  to  affect  the  actual  direct  health  care  system. 

The  clear  and  most  important  one,  in  terms  of  direct  impact  on 
the  city  of  Fresno,  of  course,  is  the  whole  area  of  drug  and  alcohol 
abuse.  At  least  two-thirds  of  our  police  problems  relate  in  some 
way  to  drug  and  alcohol  abuse.  It  is  a  severe  physical  health  prob- 
lem. It  is  also  a  severe  social  health  problem.  And  I  could  not  agree 
more  with  your  own  focus  on  early  intervention  as  a  key  to  that. 

We  are  very  concerned  about  the  effect  of  drugs  and  alcohol,  par- 
ticularly on  our  youth,  and  whatever  can  be  done  in  terms  of  in- 
volving the  Federal  Government  in  efforts  to  build  early  interven- 
tion programs  and  to  stop  the  problems  before  they  begin  is  going 
to  pay  off  enormously  in  lowered  police  costs  and  lowered  criminal 
justice  costs  and  the  lowered  cost  of  lost  lives  down  the  road.  This 
is  an  economic  issue  as  well.  The  loss  in  productivity  and  the 
impact  on  our  economic  climate  and  our  economic  health  is  signifi- 
cant from  this  problem. 

We  have  a  very  great  focus  on  environmental  health  issues  in 
the  San  Joaquin  Valley.  I  think  you  can  probably  argue  that  the 
San  Joaquin  Valley  is  a  microcosm  of  the  environmental  issues 
that  confront  the  United  States  right  now,  and  we  are  hoping  that 
there  will  be  some  very  positive  steps  taken.  Air  pollution.  We  are 
living  in  the  middle  of  a  basin  that  potentially  could  be  the  worst 
air  pollution  basin  in  the  country.  And  the  city  of  Fresno  has  taken 
some  strong  policy  steps  toward  what  we  can  do  to  address  air 
quality  issues,  but  it  is  becoming  a  continuing  issue,  a  growing 
issue,  of  health  and  I  think  that  there  are  professionals  in  the  com- 
munity who  can  tell  you  about  the  impact  they  are  seeing,  particu- 
larly on  children's  health,  from  air  quality  issues. 

Water  issues  are  a  major  one.  We  have  severe  water  contamina- 
tion problems  in  the  city  of  Fresno.  We  are  working  very  hard  to 
deal  with  them  because  we  want  to  be  sure  that  our  citizens  are 
drinking  safe  water,  but  providing  an  adequate  supply  of  that  to 
meet  the  needs  of  a  growing  community  is  becoming  an  increasing 
challenge.  Frankly,  Federal  and  State  involvement  in  these  issues 
is  important. 

We  are  working  in  terms  of  the  providing  of  health  care  facili- 
ties. The  city  of  Fresno  is  now  one  of  five  partners  in  an  effort  to 
create  a  regional  medical  center  complex  in  our  central  area  which 
would  have  a  number  of  benefits.  The  first  and  foremost  would  be 
providing  of  health  care  from  a  unified  facility  where  services 
could  be  shared,  where  there  could  be  efficiencies,  economies  of 
scale,  where  the  institutions  could  work  together  in  a  symbiotic 
fashion  and  the  benefits  for  the  city  of  Fresno  beyond  an  improved 
health  care  delivery  system  is  that  it  would  be  the  sparkplug  for 
major  redevelopment  in  our  central  area.  And  we  are  working  very 
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hard  with  Valley  Medical  Center,  the  county  of  Fresno,  Valley 
Children's  Hospital,  Fresno  Community  Hospitals,  and  the  Univer- 
sity of  California  Medical  School  to  try  to  make  that  come  to  pass. 
So  we  are  very  actively  and  directly  involved. 

The  city  of  Fresno — I  like  the  fact  that  you  are  focusing  on  chil- 
dren and  youth  issues  in  this  hearing.  The  city  of  Fresno  for  the 
first  time  in  its  history  has  adopted  formal  policies  on  children  and 
youth.  We  did  so  recently.  And  while  they  are  probably  still  in  an 
infant  stage,  they  are,  I  believe,  a  clear  commitment  of  the  city  to 
the  needs  of  our  children  and  to  structuring  city  programs  that  will 
help  meet  those  needs.  The  emphasis  in  those  policies  is  on  the  con- 
cept of  partnership.  Partnership  with  community  agencies  that 
deal  with  the  needs  of  children.  Partnership  with  other  levels  of 
government  that  can  help  us  meet  those  needs.  And  I  think  that 
that  perhaps  is  a  growing  theme  in  Government  and  we  need  to  be 
sounding  it  very  loudly. 

My  request  is  that  in  the  context  of  your  hearings  that  you  look 
as  much  as  possible  at  how  the  agencies  and  the  people  who  are 
concerned  with  the  health  of  the  community  can  be  working  to- 
gether and  can  share  the  appropriate  levels  of  resources  to  really 
truly  meet  the  needs  that  you  are  identifying. 

You  have  offered  some  very  frightening  statistics.  We  have  an- 
other statistic  that  I  was  told  recently  is  that  at  any  one  time  in 
the  course  of  a  year  up  to  a  quarter  of  our  citizens,  25  percent, 
which  probably  comes  to  double  the  number  of  those  who  are  total- 
ly without  health  care,  that  sometime  during  the  year  up  to  25  per- 
cent of  our  citizens  are  without  health  care  at  least  for  a  time. 

That  is  very  frightening  to  me.  I  have  gone  through  periods  of 
time  in  my  job  history  where  I  was  not  employed  with  somebody 
who  had  a  health  insurance  program  and  had  to  either  cope  with 
my  own  or  depend  on  my  husband's  health  insurance  or  whatever  I 
could  do.  It  was  not  a  significant  issue  for  me  and  it  was  something 
that  was  remedied  fairly  fast.  But  I  think  that  this  is  a  very  fright- 
ening and  real  and  everyday  problem  for  millions  of  our  citizens, 
and  we  really  need  to  address  it.  I  think  we  have  a  crisis  on  our 
hands. 

The  city  of  Fresno  has  taken  a  larger  and  larger  role  in  terms  of 
identifying  itself  as  concerned  with  the  overall  quality  of  life  in  our 
community.  We  no  longer  define  our  role  as  being  just  involved  in 
the  provision  of  basic  municipal  services.  We  try  to  put  those  basic 
municipal  services,  provide  them  very  well,  but  put  them  in  the 
context  of  a  commitment  to  quality  of  life  and  to  improving  the 
quality  of  life  for  all  of  our  citizens.  We  are  prepared  to  be  a  part- 
ner. We  think  that  it  is  important  that  everybody  accept  a  share  of 
their  responsibility  in  that  those  responsibilities  be  apportioned  in 
the  appropriate  manner.  And  we  know  that  the  Federal  Govern- 
ment's ability  to  marshall  resources  and  set  policy  is  critical  to 
that  partnership. 

So  I  am  delighted  that  you  are  here  today.  I  thank  you  for  your 
concern  and  for  the  work  that  you  are  doing.  We  will  look  forward 
to  hearing  your  specific  proposals.  And  we  hope  that  you  have  a 
very  successful  day  and  that  you  get  a  good  taste  of  the  friendliness 
of  the  people  of  Fresno.  They  are  very  good  people. 

Mrs.  Boxer.  Thank  you  so  much,  Madam  Mayor. 
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Ms.  Humphrey.  Thank  you 

Mrs.  Boxer.  Before  you  leave,  I  just  want  to  make  a  couple  of 
points. 

I  started  my  public  life  in  local  office  myself  as  a  member  of  the 
Board  of  Supervisors  of  Marin  County,  and  worked  with  many 
Mayors  and  city  council  people  at  that  time,  and  have  since. 

And  as  we  talked,  when  I  asked  you  to  speak,  you  said,  "Fm  glad 
that  you  asked  me,  Congresswoman,  but  we  don't  get  involved  in 
health  care  in  the  city." 

But  what  I  wanted  you  to  do  today,  you  have  done.  What  you 
have  shown  us  all  is  the  link.  In  other  words,  if  we  do  not  have 
prevention,  and  if  you  have  to  deal  with  the  fallout  of  drug  use, 
abuse,  alcohol  abuse,  people  who  are  staggering  because  they  do 
not  have  health  insurance,  it  affects  what  you  do,  your  law  enforce- 
ment, your  economic  health.  I  think  that's  the  important  point 
that  you  are  making  and  you  made  it  very  eloquently.  I  really 
want  to  thank  you  very,  very  much,  and  I  look  forward  to  working 
with  you. 

Ms.  Humphrey.  Thank  you.  While  I  appreciate  your  making  the 
request  because  as  soon  as  you  start  to  think  about  these  things, 
you  realize  the  linkage  and  it  is  important  that  people  understand 
at  every  level  of  government,  and  really  in  every  community  orga- 
nization, that  we  all  have  a  role  and  what  we  are  trying  to  do  in 
the  world  is  affected  by  what  is  happening  with  others,  so  we  do 
not  get  back  to  the  old  idea  of  no  man  is  an  island  and  no  person  is 
an  island.  We  are  just  not  functioning  in  isolation. 

I  thank  you  for  giving  me  the  opportunity  to  raise  those  points. 

Mrs.  Boxer.  Thank  you  very  much.  Mayor  Humphrey. 

Ms.  Humphrey.  I  wish  you  a  very  good  day.  Thank  you. 

Mrs.  Boxer.  I  just  wanted  to  make  a  comment  regarding  the  way 
we  will  proceed. 

Under  Congressional  rules  and  Budget  Committee  rules,  the 
people  who  will  speak  will  be  panels  that  have  signed  up  and 
worked  with  the  staff  for  the  last  month.  This  hearing  has  been 
put  together  over  a  month  ago. 

Anyone  who  wishes,  I  have  made  a  special  request  and  it  will  be 
granted,  that  if  you  are  not  one  of  the  panelists  and  you  would  like 
to  have  a  statement  included  in  the  record  of  the  hearing  to  be 
brought  back  to  Congress,  we  will  be  very  happy  to  leave  the 
record  open,  and  I  will  check  with  staff  at  the  end  of  the  hearing, 
and  I  will  let  you  know,  and  we  will  be  very  happy  to  submit  what- 
ever statements  other  people  may  have. 

To  the  people  holding  the  sign,  I  want  you  to  know  that  I  did  see 
the  sign  and  we  will  not  be  discussing  fetal  research  today.  And  if 
you  want  to  stand  there  with  it,  it  is  just  fine  with  me,  but  I  have 
in  fact  seen  the  sign. 

A  Voice  From  Audience.  Thank  you. 

Mrs.  Boxer.  Our  first  panel  will  please  come  forward.  George 
Bleth,  director,  Fresno  County  Health  Department;  Bertha  Felix- 
Mata,  Madera  Family  Health  Center;  and  Dr.  John  Telles,  physi- 
cian. 

Are  you  all  here?  Is  Dr.  Telles  here?  Please  come  up. 
We  have  your  written  statement,  Mr.  Bleth.  If  you  would  like  to, 
you  can  summarize  it  and  try  to  keep  your  comments  to,  oh,  seven 
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or  eight  minutes  if  you  can,  and  then  we  will  proceed.  And  then  I 
will  ask  questions  following  each  of  the  panel's  presentation. 

STATEMENT  OF  GEORGE  BLETH,  DIRECTOR,  FRESNO  COUNTY 
HEALTH  DEPARTMENT 

Mr.  Bleth.  Thank  you,  Congresswoman  Boxer.  On  behalf  of  the 
Fresno  County  Board  of  Supervisors,  welcome  to  Fresno  County. 
Mrs.  Boxer.  Thank  you  very  much. 
Mr.  Bleth.  To  you  and  your  staff. 

As  you  have  indicated,  I  have  submitted  written  testimony.  For 
the  sake  of  brevity,  so  we  can  get  into  an  exchange  of  ideas  or  con- 
cerns, I  will  just  briefly  go  through  it. 

Mrs.  Boxer.  Please. 

Mr.  Bleth.  As  you  know,  Fresno  County  is  one  public  agency  in 
the  State  that  has  felt  the  impact  of  the  reduction  of  funding  which 
we  consider  and  which  I  consider  demonstrates  a  lack  of  commit- 
ment to  the  poor  and  the  uninsured  throughout  the  State.  I  think 
we  are  experiencing  this  nationally. 

The  recent  budget  process  in  the  State  of  California  has  made 
this  known  to  us  very  forcefully.  The  State  has  reduced  funding  to 
public  health  by  $150  million.  There  has  been  a  $71  million  reduc- 
tion in  the  mental  health  services'  funding. 

We  welcome  the  process  that  you  are  going  through  today.  We 
think  it  is  a  a  good  opportunity  for  exchange  of  ideas. 

I  have  been  the  health  director  for  3  years  in  Fresno  County.  I 
am  responsible  for  public  health,  mental  health  and  environmental 
health  services.  The  choices  I  have  made  over  the  years  have  been 
painful,  primarily  because  of  the  shrinking  State  and  Federal 
health  care  resources  that  I  rely  on  to  meet  the  needs  of  the  com- 
munity. 

We  are  experiencing  expanding  demands  across  the  board.  As 
one  provider,  we,  Fresno  County,  and  the  health  department  in 
particular,  are  caught  in  the  dilemma  of  not  knowing  from  one 
year  to  the  next  what  our  funding  level  will  be.  We  have  seen  fund- 
ing levels  continue  to  shrink.  In  1983,  the  county  began  receiving 
funds  from  the  Medically  Indigent  Adult  Program,  funded  at  a 
level  of  70  cents  on  the  dollar.  Today  it  is  probably  closer  to  40  to 
45  cents.  And  this  reduction  was  increased  this  year.  Fresno 
County  lost  over  $4  million  in  medically  indigent  services  funding. 

What  we  had  to  do  as  a  result  of  the  anticipated  reductions  was 
to  look  at  the  impact  of  reducing  clinic  services  on  the  thousands  of 
families  who  were  dependent  upon  those  services,  and  begin  to 
plan  for  the  elimination  of  the  clinic  services. 

Your  subject  today,  of  course,  is  accessibility.  We  run  five  rural 
health  clinics  in  the  county.  Since  Fresno  County  is  a  county  of 
6,000  square  miles,  those  clinics  are  indeed  viewed  as  the  access  or 
the  entry  point  to  the  health  system.  And  if  those  were  eliminated, 
and  we  seriously  had  to  face  that  as  a  possibility,  those  impacted 
would  end  up  in  hospital  emergency  rooms  and,  as  you  know, 
would  also  not  receive  prenatal  care,  which  that  represents  a  sig- 
nificant portion  of  the  services  that  we  provide  in  those  clinics. 

One  issue  that  we  have  dealt  with  recently  in  public  health  ex- 
emplies  our  problems.  A  few  months  ago  I  had  to  pull  public  health 
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nurses  from  their  normal  duties  to  cope  with  the  worst  communica- 
ble disease  epidemic  to  hit  this  county  in  decades.  We  operate  from 
an  insufficient  funding  base,  but,  notwithstanding  that  base,  we 
were  forced  to  deal  with  about  50,000  children  in  this  community 
in  need  of  immunization.  Only  about  40  percent  of  those  under  the 
age  of  5  have  received  their  shots. 

Mrs.  Boxer.  Are  you  talking  about  measles? 

Mr.  Bleth.  Measles,  yes. 

In  Fresno  County  in  the  last  5  years,  we  have  jumped  from  10 
measles  cases  to  over  456  in  the  first  6  months  of  this  year.  And, 
tragically,  I  have  to  tell  you  that  10  deaths  from  measles  have  oc- 
curred, all  among  Southeast  Asian  children. 

Only  through  the  door-to-door,  one-to-one  canvassing  of  South- 
east Asian  neighborhoods  by  the  public  health  nurses  were  we  able 
to  avoid  further  misfortune.  But  while  the  effort  was  so  critically 
needed,  other  folks  in  the  county  were  unable  to  benefit  from  the 
services  that  the  nurses  normally  give,  or  they  were  put  on  a  wait- 
ing list  for  the  next  available  nurse  to  help  them. 

As  the  administrator  and  the  director  of  the  department,  I  de- 
plore the  need  for  such  choices  like  this.  I  think  it  represents  ra- 
tioning of  the  worst  kind,  particularly  in  emergencies. 

As  you  are  aware,  a  combination  of  State  and  Federal  funds  fi- 
nances prenatal  care  for  the  low  income.  We  need  more  help  in 
this  area.  We  had  about  15,000  births  in  Fresno  County  last  year. 
Fifty-five  percent  were  born  to  mothers  covered  by  Medi-Cal.  Fif- 
teen percent,  over  2,000  babies,  were  born  to  teenagers.  Over  one- 
quarter  of  all  new  mothers  lacked  adequate  prenatal  care  last  year. 
It  should  not  come  as  a  surprise  to  you  that  Fresno  County  ranks 
second  in  this  State  in  the  number  of  low-birth-weight  babies  born 
in  the  most  recent  year  for  which  we  have  data — 1988.  This  is  in 
spite  of  a  comprehensive  perinatal  services  program  and  an  annual 
State  and  Federal  allocation  of  about  $57,000  for  a  prenatal  care 
guidance  program,  specifically  designed  to  outreach  Medi-Cal  eligi- 
ble pregnant  women,  to  encourage  prenatal  care. 

It  is  really  not  enough  to  meet  our  target  population,  which  is 
estimated  at  three  and  a  half  times  higher  than  the  current  fund- 
ing level. 

Another  point:  Federal  SLIAG  funds  have  played  a  key  role  in 
the  last  few  years,  permitting  eligible  aliens  to  obtain  medical  care. 
This  funding  is  due  to  expire  in  mid-1992.  I  would  recommend  that 
you  promote  its  continuance  beyond  the  sunset  year. 

Fresno  County,  with  our  many  ethnic  groups,  has  a  special  chal- 
lenge. The  Southeast  Asian  refugee  community  is  growing,  with 
over  40,000  Southeast  Asians  calling  Fresno  County  their  home. 
However,  we  are  experiencing  reductions  in  funding  levels  for 
social  services  and  health  care  for  this  group,  which  will  hinder 
this  community,  this  group,  from  further  integrating  and  accessing 
health  care  services. 

We  receive  about  $63,000  to  screen  new  immigrants,  for  whom 
we  conduct  a  health  assessment  and  refer  as  needed  to  their  pri- 
mary physician.  We  are  seeing  that  the  system  is  stretched.  We  are 
not  able  to  keep  up  with  the  increased  demand,  as  much  as  we  try. 

We  are  also  using  Federal  dollars  to  work  with  the  Southeast 
Asian  pregnant  women  who  are  hepatitis  B  carriers,  to  ensure  that 
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their  babies  are  treated  at  birth  so  that  they  do  not  become  carri- 
ers. 

I  urge  continued  support  and  expansion  of  these  fundamental 
methods  of  protecting  the  pubUc  from  communicable  disease. 
Again,  our  emphasis  is  on  prevention. 

Locally,  to  address  the  health  needs  of  the  Southeast  Asian  com- 
munity, we  have  pulled  together  a  task  force  of  all  the  agencies 
which  provise  medical  or  social  services  to  the  Southeast  Asian 
community  so  they  may  advise  the  department,  advise  the  county, 
on  what  the  health  needs  are.  What  are  our  resources?  What  do  we 
need  to  do  to  address  them?  How  can  we  better  coordinate?  While 
that  forum  is  specifically  dealing  with  health  issues  in  general  for 
Southeast  Asians,  they  have  also  been  very  helpful  for  us  in  deal- 
ing specifically  with  the  measles  epidemic. 

In  that  regard,  a  grant  application  from  the  health  department  is 
with  the  Office  of  Refugee  Resettlement,  for  expansion  of  our 
Southeast  Asian  community  health  project.  These  funds  will 
permit  us  to  hire  additional  staff  and  to  provide  basic  health  educa- 
tion and  nursing  services.  Again,  it  is  to  increase  our  immunization 
effort.  And,  yes,  this  is  a  plug  for  the  grant  application. 

As  the  AIDS  epidemic  continues,  we  need  to  have  aggressive  Fed- 
eral funding  for  both  research,  to  eliminate  the  disease,  and  for 
treatment  for  those  who  are  already  afflicted.  We  have  over  200 
AIDS  cases  reported  in  Fresno  County  to  date.  We  have  an  AIDS 
task  force,  to  develop  a  comprehensive  plan.  We  have  involved  the 
medical  society  and  others  in  the  community,  again,  to  try  to  pull 
together  the  appropriate  agencies  and  personnel  to  comprehensive- 
ly plan.  One  of  the  needs  that  surfaces  is  the  need  for  alternative 
sources  to  hospitalization  for  acute  care,  in  particular,  away  from 
publicly  funded  facilities,  which  are  already  overcrowded. 

Last,  I  think — and  it  goes  along  the  line  of  what  Mayor  Hum- 
phrey indicated — that  good  health  in  America  is  a  shared  responsi- 
bility between  all  levels  of  government.  One  jurisdiction,  be  it  the 
county  or  city  or  State  or  Federal,  cannot  independently  prevent 
disease  or  otherwise  assure  good  public  health.  Only  by  combining 
our  resources  and  combining  our  talents  can  we,  I  think,  ever 
achieve  any  progress  and  improvement  in  our  overall  health  care 
system.  So  I  would  urge  continued  support  of  Federal  programs 
that  are  aimed  at  prevention  in  a  comprehensive  fashion,  and  rec- 
ognize that  we  are  all  partners  in  this  endeavor. 

I  will  be  happy  to  respond  to  any  specific  questions  you  have. 
Congress  woman . 

[The  prepared  statement  of  Mr.  Bleth  may  be  found  at  end  of 
hearing.] 

Mrs.  Boxer.  Thank  you  very  much,  Mr.  Bleth.  I  do  have  a 
number  of  questions.  I  am  going  to  hold  them,  however,  until  we 
hear  from  the  panel,  and  I  see  that  what  was  written  on  my  sheet 
was  wrong.  And  we  have  Salina  Trevino  from  the  Madera  Family 
Health  Center  with  us. 

We  welcome  you,  ask  you  to  summarize  your  testimony  in  5  to  8 
minutes,  and  I  will  hold  my  questions  until  we  hear  from  Dr. 
Telles. 
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STATEMENT  OF  SALINA  TREVINO,  FISCAL  OFFICER,  MADERA 
FAMILY  HEALTH  CENTER 

Ms.  Trevino.  Yes.  I  am  Saiina  Trevino,  the  Fiscal  Officer  of 
Madera  Family  Health  Center. 

Madera  Family  Health  Center  is  one  of  600  federally  funded  not- 
for-profit  health  centers  nationwide.  Our  target  population  is  for 
the  underserved.  We  all  have  ideas  of  what  underserved  means.  It 
used  to  be  for  us  farm  workers  and  just  migrants  and  now  it  we 
have  added,  plus  those,  Medi-Cal  patients,  refugees  from  Central 
America,  from  the  wars,  and  the  economic  strifes  in  Mexico.  Also 
common  folks,  those  that  do  not  have  any  insurance  coverage  and 
cannot  afford  health  care. 

We  do  not  have  access  in  the  community  because  of  financial 
limitations,  pregnancies  and  deliveries  for  the  economically  under 
served  are  not  available  in  our  community,  even  those  private  pa- 
tients. There  is  not  enough  OB's  in  our  private  sector  in  Madera  to 
even  see  those. 

And  primary  care,  we  have  radiology  and  pharmacy  that  are  still 
a  problem  to  us.  We  have  added  to  our  facility,  expanded  our  pre- 
packaged pharmacy  in  order  to  help  those  patients  that  are  given  a 
prescription  and  do  not  go  and  fill  it  because  they  cannot  afford  it, 
so  what  we  do  is,  we  are  expanding  our  pharmacy.  We  have  also 
added  sonography  in  house  for  our  OB  patients. 

Dental 

Not  even  those  with  Medi-Cal  and  CMSP  have  access  in  our  com- 
munity. Most  dentists  do  not  accept  Medi-Cal  patients  because  it  is 
not  cost  effective  for  them.  With  our  95/210  Medicaid  reimburse- 
ment program,  we  are  doing  a  master  plan  right  now  to  see  if  we 
can  get  our  dental  patients  into  it.  With  the  95/210  program,  we 
can  receive  cost  reimbursement  for  the  dental  program,  whereas 
our  private  physicians  do  not  have  access  to  it. 

We  also  have  health  education.  At  least  60  percent  of  our  pa- 
tients do  not  even  have  a  high  school  education.  They  need  the 
education  so  that  they  know  how  to  administer  their  drugs  and  just 
learn  about  the  basic  health  problems  that  they  have.  It  is  our  phi- 
losophy, however,  that  they  do  as  much  for  themselves  as  they  can. 

We  have  added  to  our  own  resources  on  our  own.  We  have  added 
two  midlevel  practitioners  in  the  last  20  months  on  our  own.  We 
have  received  temporary  funding  as  well  as  SLIAG  and  EAPC  and 
with  expanded  access  to  primary  care,  we  are  hoping  to  add  our 
dental  and  fill  our  client  needs. 

We  need  our  Medicaid  cost  reimbursement  to  continue  the  95/ 
210  program.  We  do  not  feel  our  sliding-fee  patients  are  going 
away.  Health  centers  across  the  States  are  having  the  same  prob- 
lems we  have.  We  have  checked  and  compared  notes  with  them. 
We  feel  we  are  doing  an  effective  job  and  we  need  the  Medicaid  95/ 
210  program  to  continue. 

And  the  last  year,  we  have  been  growing  at  a  58  percent  in- 
crease, our  patient  load.  And  our  funding  has  not  increased.  We 
urge  you  for  your  support.  Thank  you. 

Mrs.  Boxer.  Thank  you  very,  very  much  for  your  testimony,  and 
I  will  ask  you  a  couple  of  questions. 


10 


Dr.  Telles,  you  are  a  private  physician,  and  we  welcome  you  here 
today  and  look  forward  to  getting  your  perspective. 

STATEMENT  OF  JOHN  G.  TELLES,  M.D.,  PRIVATE  PHYSICIAN  AND 

CARDIOLOGIST 

Dr.  Telles.  Thank  you  for  inviting  me. 

I  am  a  private  physician  and  a  cardiologist  who  has  been  in  prac- 
tice in  the  Fresno  area  for  the  last  11  years.  But  my  experience,  I 
have  worked  in  county  hospitals,  VA  hospitals.  I  have  done  attend- 
ing rounds  at  the  county  hospital  here.  I  practice  currently  on  the 
north  side  of  town,  primarily  at  a  hospital  which  has  the  highest 
private  care  percentage  patients  in  the  city  of  Fresno. 

I  think  our  hospital  currently  has  probably  5  to  7  percent  Medi- 
Cal  patients  compared  to  other  facilities  in  the  area  which  have 
anywhere  from  70  to  40  percent  Medi-Cal. 

Mrs.  Boxer.  Say  those  numbers  again.  What  percentage  Medi- 
Cal? 

Dr.  Telles.  St.  Agnes,  it  is  probably  about  7  percent  currently 
versus — I  think  there  are  other  hospitals  which  will  be  presenting 
today.  I  know  Valley  Children's  Hospital  has  a  Medi-Cal  percent- 
age up  in  the  range  of  60  to  70  percent.  Fresno  Community  prob- 
ably in  the  range  of  40  to  50  percent.  Those  are  kind  of  broad  num- 
bers and  they  will  probably  be  elaborated  on  later  on. 

What  I  would  like  to  make  some  comments  on  is  what  I  see  as 
decreasing  access  to  health  care  in  the  private  sector  by  patients, 
and  primarily  I  am  going  to  talk  about  not  the  uninsured  patient, 
because  I  think  he  is  not  even  reaching  the  private  hospital.  But 
primarily  the  Medi-Cal  patient,  some  of  them  do  reach  private  hos- 
pitals. 

What  I  have  experienced  in  my  practice  in  Fresno  over  the  last 
10  years  of  my  Medi-Cal  referrals,  I  see  referrals  primarily  from 
other  physicians,  primarily  internists  and  family  practitioners.  My 
Medi-Cal  referrals,  primarily  Medi-Cal  has  decreased  from  15  to 
probably  less  than  1  percent  now. 

I  see  the  reason  for  that  not  so  much  the  cost  reimbursement, 
but  more  the  bureaucracy.  And  I  will  talk  about  that  as  we  go 
along  here. 

But  I  think  my  experience  is  kind  of  a  barometer  of  what  is  hap- 
pening with  the  primary  care  physician  in  our  community,  because 
I  see  the  patients  that  they  see,  and  I  see  primarily  patients  from  a 
young  physician  referral  population,  physicians  who  you  would 
expect  new  in  practice  that  would  have  a  relatively  high  Medi-Cal 
load.  But  they  really  do  not. 

The  reason  why  I  think  they  do  not  is,  as  I  mentioned,  Medi-Cal 
is  extremely  low  reimbursement,  and  also  the  onerous  bureaucra- 
cy. 

I  am  going  to  give  you  some  examples.  I  am  sure  physicians  in 
your  district  have  talked  to  you  about  these  type  of  problems,  but, 
for  the  record,  obstetrics.  In  our  hospital,  I  think  there  are  only 
one  or  two  physicians  who  do  obstetrics  who  will  see  Medi-Cal  pa- 
tients on  an  elective  basis.  And  I  think  the  reason  for  that  is  pri- 
marily  

Mrs.  Boxer.  What  was  that  again? 
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Dr.  Telles.  There  are  one  or  two  physicians  in  our  hospital's  ob- 
stetrics department  who  will  see  Medi-Cal  patients  on  an  elective 
basis  out  of  probably  about  25  OB  physicians  there. 

And  the  reason  for  that  is  somewhat  bureaucracy,  but  also  the 
reimbursement.  For  a  Medi-Cal  physician  who  sees  primarily  just 
Medi-Cal,  doing  deliveries  at  the  present  reimbursement  rate,  he 
would  have  to  see  probably  in  the  range  of  500  to  600  deliveries  per 
year  to  make  a  salary  which  would  be  similar  to  your  salary,  which 
would  be  a  patient  load  that  would  be  impossible. 

Another  example  is  the  way  some  procedures  are  reimbursed 
with  Medi-Cal.  I  remember  in  particular  a  patient  who  I  was 
caring  for  because  of  a  cardiac  problem  who  also  had  rheumatoid 
arthritis  and  who  needed  gold  shots.  I  could  find  no  rheumatologist 
in  our  community  who  would  see  the  patient  because  he  was  Medi- 
Cal.  So  I  figured  I  would  just  go  ahead  and  give  the  gold  shots 
myself  out  of  my  specialty,  but  I  knew  enough  about  it  to  know 
what  to  do.  I  did  go  ahead  and  give  the  gold  shot  and  we  got  the 
check  from  Medi-Cal  for  reimbursement  and  that  was  87  cents, 
which  the  gold  shot  itself  cost  about  $15.  The  application — I  figured 
the  expense  was  about  $25.  So  it  is  very  obvious  to  me  why  a  rheu- 
matologist in  Fresno  was  not  going  to  see  a  Medi-Cal  patient. 

One  other  problem  that  the  primary  care  physician  has  is  that 
the  current  level  of  reimbursement  for  a  routine  15-minute  office 
visit  is  about  $8  to  $12.  The  primary  care  physicians'  overhead  in 
our  area  is  anyvvhere  from  $50  to  $75  per  hour.  Obviously  if  you 
see  Medi-Cal  patients,  you  are  going  to  have  to  be  subsidized  some- 
place because  you  just  cannot  afford  to  do  it  as  a  physician. 

I  could  go  on  and  on  with  examples  on  the  reimbursement  issue 
but  I  think  these  are  things  you  have  heard  before  and  you  are 
aware  of  them. 

One  thing  of  which  I  think  we  have  an  opportunity  in  Fresno  to 
really  experience  what  happened  with  the  change  in  bureaucracy. 
Fresno  County,  about  7  years  ago,  had  an  unusual  Medi-Cal  system 
in  that  every  Medi-Cal  claim  was  reviewed  at  the  Medical  Society. 
I  am  the  immediate  past  president  of  the  Medical  Society  so  I  have 
quite  a  bit  of  understanding  of  how  this  process  worked.  But  that 
process  involved  a  lot  of  physicians  in  the  community  in  the  case  of 
Medi-Cal  patients.  What  we  would  do  is  review  every  Medi-Cal 
claim,  make  a  judgment  of  whether  this  is  appropriate  care  and 
whether  the  claim  should  be  paid.  It  accomplished  two  things.  It 
kept  private  physicians  in  the  Medical  treatment  arm  and  it  also 
prevented  any  development  of  what  you  have  probably  heard  as 
Medical  mills. 

I  would  say  eight  years  ago  the  fraud  and  abuse  of  Medi-Cal  in 
Fresno  County  is  probably  much  less  than  what  is  occurring  cur- 
rently and  this  is  primarily  because  of  a  change  on  what  has  hap- 
pened, in  the  way  Medi-Cal  is  organized  here. 

The  reason  why  the  change  occurred  was  because  the  state  no 
longer  would  fund  that  program  at  a  level  where  it  would  be  viable 
to  maintain  at  the  medical  society. 

Another  example  of  the  onerous  bureaucracy  is  these  things 
which  we  call  TARs.  These  little  things  here.  Have  you  ever  seen 
one? 

Mrs.  Boxer.  No. 
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Dr.  Telles.  This  is  a  form  you  fill  out  to  get  a  treatment  authori- 
zation request  to  get  approval  to  do  treatment  on  a  patient  for 
almost  any  procedure.  An  example  would  be  if  I  wanted  to  do  a 
heart  catherization  on  a  patient  because  I  felt  that  they  had 
enough  disease  which  would  merit  further  evaluation,  I  would  fill 
this  out,  send  it  to  the  Medi-Cal  office  and  then  wait.  We  are  told 
this  should  be  rather  prompt  and  turned  back  to  us  in  1  or  2 
weeks.  My  experience  is  it  usually  comes  back  three  or  four  weeks. 
It  usually  comes  back  with  a  denial  that  the  form  was  filled  out 
wrong.  You  submit  the  same  form  in  and  you  eventually  get  an  ap- 
proval maybe  6  weeks  later  

Mrs.  Boxer.  It  is  an  approval  for  what  t5^e  of  procedure? 

Dr.  Telles.  In  my  specialty,  for  heart  catherization,  for  coronary 
bypass  surgery,  for  

Mrs.  Boxer.  And  I  guess  that  is  because  they  have  found  that 
many  doctors  were  doing  unnecessary  bj^asses  

Dr.  Telles.  Well,  I  am  not  sure  that  they  actually  found  that.  I 
think  that  that  is  a  suspicion.  But  I  

Mrs.  Boxer.  Well,  I  think  there  were  studies  at  the  Federal  level 
that  did  confirm  that  there  were  unnecessary  surgeries  so  I  assume 
that  this  is  a  way  to  make  sure  that  that  is  necessary.  But  you  do 
not  believe.  You  believe  

Dr.  Telles.  No,  I  do  not 

Mrs.  Boxer.  You  believe  it  is  a  way  that  they  are  using  to  deny 
these  

Dr.  Telles.  I  think  it  is  a  way  to  indirectly  control  the  costs  of 
the  Medi-Cal  system  by  slowing  the  degree  of  services,  and  in  a 
sense,  decreasing  the  access  of  Medi-Cal  patient  to  those  services  by 
making  the  wait  so  long  that  eventually  everybody  forgets  and 
something  happens.  Either  the  patient  dies  or  something  like  that. 

And  I  do  have  examples  of  many  patients  who  have  been  waiting 
for  their  heart  catherization  who  develop  an  unstable  condition 
and  then  have  to  be  admitted  to  the  hospital  on  an  emergency 
basis,  costing  the  whole  system  much  more  than  it  would  have  if 
we  just  could  have  taken  care  of  it  on  an  elective  basis. 

Mrs.  Boxer.  How  many  examples  do  you  have  of  that?  I  would 
be  very  interested. 

Dr.  Telles.  Three  or  four  in  the  last  couple  of  years. 

Mrs.  Boxer.  I  would  be  interested  in  

Dr.  Telles.  And  I  could  give  you  the  names  and  specifics. 

Mrs.  Boxer.  Thank  you.  I  would  appreciate  that. 

Dr.  Telles.  What  I  was  alluding  to  before.  This  type  of  authoriza- 
tion was  done  locally  through  the  medical  society  and  it  was  done 
very  quickly,  promptly,  and  correctly.  And  it  was  a  system  that 
worked,  prevented  fraud  in  our  area. 

And  I  have  an  example  of  a  patient  that  I  saw  a  few  months  ago. 
This  is  his  bill  from  a  walk-in  clinic  that  I  will  not  give  you  the 
specifics  here  for  reasons  of  privacy,  but  this  patient  had  probably, 
from  just  adding  things  up,  I  would  estimate  probably  $20,000  to 
$30,000  worth  of  procedures  done,  somewhat  probably  inappropri- 
ately with,  I  do  not  know  who  is  watching  this  or  if  the  TAR 
system  is  really  effective  in  cutting  that  out. 
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Mrs.  Boxer.  I  want  you  to  explain  that  a  little  more.  You  are 
saying  this  particular  patient  who  is  on  Medi-Cal  had  unnecessary 
procedures  done,  by  whom? 

Dr.  Telles.  I  cannot  say  that  right  now. 

Mrs.  Boxer.  No.  But  was  it  by  a  private  physician? 

Dr.  Telles.  Yes. 

Mrs.  Boxer.  And  did  they  send  in  the  forms? 

Dr.  Telles.  I  assume.  I  assume  they  have  to  send  in  the  forms. 
They  have  to  be  approved  by  this  process.  You  know,  it  will  eventu- 
ally be  approved  and  you  can  do  anything,  it  just  takes  a  long  time 
to  get  it  approved.  I  have  never  had  one  denied,  by  the  way.  Never. 

Mrs.  Boxer.  I  see.  The  point  is  that  the  decision  is  being  made 
too  far  away  from  the  circumstances  

Dr.  Telles.  Yes.  It  is  too  far  away  and  it  is  

Mrs.  Boxer.  Where  is  the  office  that  you  need  to  deal  with? 

Dr.  Telles.  You  deal  with  the — initially  I  think  with  the  local 
Medi-Cal  field  office  and  then  eventually  you  end  up  talking  to  the 
State.  It  is  something  that  whenever  I  do  this,  my  secretary  does  it 
full  time  because  it  is  something  I  do  not  have  time  to  get  involved 
in. 

Mrs.  Boxer.  I  am  going  to  ask  you  to  wrap  up  in  just  a  few  min- 
utes. 

Dr.  Telles.  One  other  thing  on  bureaucracy.  Do  you  know  what 
this  is?  Have  you  ever  seen  this.  Congress  woman? 
Mrs.  Boxer.  No,  I  have  not. 

Dr.  Telles.  This  is  the  Medical  Provider  Handbook  that  tells  you 
how  to  bill  for  a  Medi-Cal  claim.  It  is  about  750  pages. 
Mrs.  Boxer.  And  who  puts  it  out? 
Dr.  Telles.  The  Medical  Field  Office. 
Mrs.  Boxer.  In  State. 

Dr.  Telles.  The  State.  But  obviously  if  you  have  a  750-page  book 
to  do  billing  with,  the  system  is  just  so  onerous  as  far  as  bureaucra- 
cy goes  that  most  physicians  would  not  want  to  deal  with  it. 

And  what  has  happened  here,  especially  in  the  north  side  of  our 
community,  is  not  so  much  because  of  reimbursement,  because  the 
reimbursement  rates  are  not  that  much  different  than  they  were 
10  years  ago,  but  what  changed  primarily  was  the  way  the  system 
was  done.  We  had  this  local  program,  as  I  mentioned  before.  The 
local  program  was  terminated.  The  physicians  became  aware  of  the 
true  bureaucracy  in  the  Medi-Cal  system  and  the  Medicaid  system 
and  gradually  began  dropping  out.  And  as  a  result,  at  least  in  my 
experience,  my  Medi-Cal  practice  has  decreased  from  15  to  less 
than  1  percent. 

I  could  say  a  lot  of  other  things  too  but  I  think  that  would  basi- 
cally summarize  it. 

Mrs.  Boxer.  I  think  you  make  your  points  very  clearly.  I  am 
going  to  ask  some  questions  if  I  could. 

Mr.  Bleth,  I  really  admire  the  task  that  you  have.  You  run  the 
whole  show  as  far  as  health  is  concerned,  even  environmental  pro- 
tection for  the  county  and  public  health  and  mental  health,  all 
under  your  supervision.  How  many  people  work  in  your  depart- 
ment? 

Mr.  Bleth.  About  800. 
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Mrs.  Boxer.  How  would  you  describe  our  health  care  system 
today?  I  mean  there  was  a  time  when  I  was  on  the  Board  of  Super- 
visors in  Marin  County,  which  goes  way  back  about  14  years  ago, 
that  the  word  was,  ''Let's  not  have  a  two-tier  system."  Or  ''Let's 
have  access  for  everybody."  And  now  I  am  thinking  of  it  more  as  a 
three-tier  system  which  is  the  good  system,  if  you  can  afford  it,  and 
if  you  have  adequate  insurance.  And  then  the  less  good  system,  if 
you  are  lucky  enough  to  have  any  type  of  insurance.  And  then  no 
system.  Is  that  where  we  are  today,  do  you  think? 

Mr.  Bleth.  I  think  that  is  an  accurate  description.  I  think  those 
individuals  in  the  community  that  we  serve,  if  they  have  reim- 
bursement, usually  go  through  the  bureaucratic  process  to  which 
Dr.  Telles  has  referred.  Those  that  do  not  have  a  revenue  source, 
end  up  at  the  doorstep  of  the  county, 

Bruce  Satzger,  our  County  Hospital  Administrator,  is  here  and 
can  address  that  issue.  But  I  deal  with  the  uninsured  at  the  clinic 
level,  where  we  do  not  turn  people  away.  The  general  taxpayer 
subsidizes  that  care. 

Mrs.  Boxer.  If  a  doctor  refuses  to  take  Medi-Cal,  for  some  of  the 
reasons  Dr.  Telles  said,  and  they  just  do  not  do  it,  they  do  not  want 
to  do  it,  they  cannot  afford  it  and  they  do  not  want  to  be  bothered 
with  750  pages  of  regulation,  where  do  these  people  go? 

Mr.  Bleth.  They  end  up  at  the  county  doorstep. 

Mrs.  Boxer.  And  what  do  you  tell  them?  Do  you  take  their  Medi- 
Cal? 

Mr.  Bleth.  We  take  the  Medi-Cal.  That  is  one  of  the  primary 
revenue  sources  for  the  health  department  on  the  public  health 
side  of  the  house. 

Mrs.  Boxer.  Do  you  agree  with  Dr.  Telles  in  his  criticism  of  the 
program? 

Mr.  Bleth.  I  think  we  have  to  recognize  that  the  Medi-Cal 
system  does  not  pay  for  the  cost  of  care.  I  think  the  bureaucracy, 
the  paperwork,  is  cumbersome.  It  is  hard  to  deal  with,  even  from 
another  bureaucracy's  perspective.  But  it  is  an  important  revenue 
source  and  the  county  has  to  rely  on  it. 

Mrs.  Boxer.  Right;  I  understand.  But  you  would  agree  with  his 
critique  of  the  system? 

Mr.  Bleth.  I  think  the  bureaucracy  is  cumbersome,  yes. 

Mrs.  Boxer.  And  if,  in  fact,  it  worked  better,  and  doctors,  like 
Dr.  Telles,  took  these  patients,  you  would  have  less  of  a  burden,  is 
that  accurate? 

Mr.  Bleth.  That  is  accurate.  Our  concern  is  that  there  are  fewer 
and  fewer  providers  seeing  Medi-Cal  patients,  for  those  reasons, 
and,  as  a  result,  they  are  in  one  of  the  clinics  that  you  represent  or 
that  the  county  represents. 

Mrs.  Boxer.  So  that  you  do  not  only  have  to  deal  with  the  com- 
pletely uninsured  people,  you  have  to  deal  with  the  Medi-Cal 
people? 

Mr.  Bleth.  Yes. 

Mrs.  Boxer.  You  get  the  double  

Mr.  Bleth.  Primarily,  yes. 

Mrs.  Boxer.  In  terms  of  measles,  I  am  very  interested  in  this  be- 
cause I  was  the  Member  of  Congress  who  wrote  and  freed  up  some 


15 


of  the  funding  for  new  infusion  into  that  immunization  program. 
Did  you  get  some  more  funding  from  the  Federal  Government? 

Mr.  Bleth.  We  got  more  in  the  way  of  vaccine. 

Mrs.  Boxer.  Good;  that's  what  I  mean. 

Mr.  Bleth.  Yes. 

Mrs.  Boxer.  You  did  get  the  vaccine? 
Mr.  Bleth.  We  got  more  doses. 
Mrs.  Boxer.  Good. 

Mr.  Bleth.  What  we  are  seeing  is  that  there  is  just  a  whole  lot  of  • 
public  education  outreach  that  has  to  occur.  We  have  so  many  kids 
in  this  community  who  are  not  being  immunizes,  even  though  we 
are  providing  free  immunization.  I  do  not  think  it  is  the  vaccine 
that  is  an  issue  right  now  for  us.  What  is  at  issue  are  the  resources 
to  hire  additional  public  health  nurses.  We  have  not  hired  new 
public  health  nurses  in  years. 

Mrs.  Boxer.  So  essentially  it  would  be  very  helpful  if  the  grant 
from  the  Immunization  Program  from  the  Federal  Government  not 
only  gave  you  the  vaccine  but  gave  you  some  personnel? 

Mr.  Bleth.  Yes;  that  is  one  of  the  reasons  we  applied  for  the  ref- 
ugee funding. 

Mrs.  Boxer.  And  I  can  assure  you  that  Congressman  Lehman 
and  Congressman  Condit  are  pushing  hard  for  that.  And  I  will  cer- 
tainly work  with  them  to  help  add  my  voice  to  that  effort. 

Mr.  Bleth.  That  would  be  appreciated. 

Mrs.  Boxer.  I  have  a  couple  of  other  questions  for  you. 

I  want  to  go  over  some  of  these  numbers  because  I  think  they  are 
really  astounding.  You  are  saying  that  in  Fresno  County  there 
were  15,000  births  last  year  and  15  percent  of  those  births  were  to 
teenagers. 

Mr.  Bleth.  Yes;  we  have  a  higher  teenager  pregnancy  rate  in 
this  county. 

Mrs.  Boxer.  Do  you  have  a  family  planning  program  that  you  op- 
erate out  of  your  county? 

Mr.  Bleth.  Yes.  As  you  know,  the  State  went  through  a  reduc- 
tion a  year  ago.  The  State  legislature  eventually  restored  the  fund- 
ing. We  never  curtailed  the  county's  family  planning  program.  We 
have  that.  We  also  work  with  the  Economic  Opportunity  Commis- 
sion, which  also  has  a  family  planning  activity,  as  well  as  Planned 
Parenthood. 

There  is  also  a  teenage  pregnancy  program  operated  in  conjunc- 
tion with  the  Department  of  Social  Services,  Valley  Medi-Cal 
Center  and  our  shop  to  address  that  issue. 

Mrs.  Boxer.  Sure  I  have  got  this  right — of  the  15,000  births,  one- 
quarter  of  the  women  had  no  prenatal  care  whatsoever? 

Mr.  Bleth.  That  is  our  estimate,  yes. 

Mrs.  Boxer.  And  that  55  percent  of  the  mothers  of  those  15,000 
births  were  on  medicaid? 
Mr.  Bleth.  Medi-Cal. 
Mrs.  Boxer.  Medi-Cal. 
Mr.  Bleth.  Yes. 

Mrs.  Boxer.  I  would  have  to  say  that  Fresno  County  has  got 
some  very  serious  problems  that  reflect  what  is  happening  in  the 
country,  but  to  me  these  numbers,  I  read  about  them  in  all  of  our 
information  that  comes  nationwide,  but  I  see  reflected  in  this 
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county  some  of  the  most  serious  problems  we  are  facing.  Low-birth 
weight  babies  and  an  infant  mortality  rate  that  I  am  not  sure — can 
you  give  us  a  little  light  on  that?  How  do  you  do  on  infant  mortali- 
ty? 

Mr.  Bleth.  Not  good.  I  do  not  have  the  numbers,  but  I  can  pro- 
vide them. 

Mrs.  Boxer.  I  would  like  to  have  them  for  the  record,  because  we 
are  20th  in  the  world  among  nations  in  our  infant  mortality  rate 
because  we  are  not  doing  prenatal  care.  And  when  you  look  at  the 
priorities  of  this  country,  and  listen  to  people,  we  could  do  it  easily. 

Mr.  Bleth.  I  know  it  is  particularly  high  in  the  black  community 
in  Fresno.  We  have  put  together  a  couple  of  grant  proposals  and 
we  have  been  working  with  the  state  to  try  to  get  some  funding  to 
address  that  issue,  but  I  can  provide  you  with  the  specifics  on  the 
Fresno  County  experience. 

Mrs.  Boxer.  Just  a  couple  of  other  things.  How  many  AIDS  cases 
have  you  had  here  since  the  epidemic  started? 

Mr.  Bleth.  Close  to  200  reported  cases. 

Mrs.  Boxer.  200  cases  of  AIDS?  And  do  you  have  any  notion 
about  how  many  people  are  HIV  positive? 

Mr.  Bleth.  As  you  know,  it  is  not  reportable  or  required  to  be 
reported.  It  is  one  of  those  areas  that  

Mrs.  Boxer.  Have  you  extrapolated  from  the  200  what  you 
think  

Mr.  Bleth.  Well,  it  could  be  several  thousand  or  several  times 
that  figure.  It  is  a  crystal  ball,  I  think,  at  this  point.  What  we  are 
trying  to  do  is  address  it  through  the  AIDS  Task  Force,  by  putting 
together  a  countywide  plan  to  address  the  potential  for  AIDS  cases. 

Mrs.  Boxer.  Are  you  getting  the  funding  from  the  Federal  level 
that  we  have  pushed  so  hard  for  in  our  Committee?  We  have  great- 
ly increased  the  funding  in  the  hopes  it  would  get  to  you.  Have  you 
gotten  some  grants  on  that? 

Mr.  Bleth.  We  have  Federal  AZT  funding.  But  we  have  reduc- 
tions in  funding  at  the  State  level,  as  they  shift  dollars  to  other 
counties.  We  are  going  toward  a  State  subvention  process,  eliminat- 
ing the  categorical  State  funding  in  favor  of  block  grant  type  fund- 
ing. 

Mrs.  Boxer.  So  most  of  the  funding  is  coming  through  the 
State — from  the  Fed  through  the  State  to  you. 
Mr.  Bleth.  Yes. 

Mrs.  Boxer.  Well,  I  really  want  to  thank  you.  You  really  are  on 
the  front  lines.  It  is  very  helpful  to  me  and  to  my  colleagues  who 
will  read  this  and  will  discuss  this  with  me. 

Ms.  Trevino,  I  want  to  talk  about  a  couple  of  things  that  concern 
me.  You  said  that  60  percent  of  the  people  that  you  see  in  your 
clinic  have  had  no  high  school,  is  that  what  you  said? 

Ms.  Trevino.  Yes;  60  percent  of  them  do  not  have  high  school 
education. 

Mrs.  Boxer.  So  you  are  dealing  in  your  clinic  with  the  whole 
education  system  as  well  as  health  care? 
Ms.  Trevino.  Yes. 

Mrs.  Boxer.  How  many  patients  do  you  see? 
Ms.  Trevino.  Last  year  we  saw  about  22,000. 
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Mrs.  Boxer.  And  what  is  your  staff  ratio?  How  many  staff  people 
do  you  have? 

Ms.  Trevino.  We  have  a  total  staff,  including  administrative, 
close  to  40  people. 

Mrs.  Boxer.  And  you  see  22,000  people.  And  you  do  all  kinds  of 
care? 

Ms.  Trevino.  Yes. 

Mrs.  Boxer.  Everj^thing? 

Ms.  Trevino.  We  also  have  an  AIDS  program.  We  also  have 
health  education — we  have  a  tobacco  program  too  that  we  do. 
Mrs.  Boxer.  That  is  good. 

Ms.  Trevino.  We  have  all  areas.  We  want  to  start  dental  as  well. 
Mrs.  Boxer.  And  the  county  that  gives  you  most  of  your  funds? 
Ms.  Trevino.  Most  of  our  funds  come  from  the  State. 
Mrs.  Boxer.  Directly  to  you  from  the  State. 

Ms.  Trevino.  From  the  State.  And  we  do  have  a  Federal  grant, 
329  and  335  for  migrant  and  community  health. 

Mrs.  Boxer.  And  you  say  you  use  a  sliding  scale.  So  depending 
on  the  person's  ability  to  pay,  they  pay.  But  what  percentage  actu- 
ally pays  more  than  Medi-Cal?  Is  it  small? 

Ms.  Trevino.  It  is  small.  I  do  not  have  the  numbers  in  here. 

Mrs.  Boxer.  In  your  own  words,  how  would  you  describe  the 
state  of  health  care  in  Fresno  County  for  the  people  that  you  see? 
Their  access,  their  ability  to  get  it,  their  state  of  health? 

Ms.  Trevino.  Access  is  the  No.  1  researching  now  trying  to  get 
the  patients  to  come  to  our  health  center.  A  lot  of  them  walk.  And 
a  lot  of  them  are  pregnant  and  cannot  come.  So  Madera  County 
does  not  have  a  really  good  public  transportation  system.  We  want 
to  contract  with  a  ''Dial  a  Ride"  system  so  that  we  can  get  the  pa- 
tients that  live  out  in  the  country  areas  to  come  in.  A  lot  of  them 
need  the  education  also  to  learn  about  what  is  wrong  with  them. 

We  have  language  barriers  and  economic  barriers  too.  They  do 
get  a  chance  to  apply  for  our  sliding  scale  and  we  encourage  them 
also  to  apply  for  Medi-Cal.  Medi-Cal  is  one  of  our  biggest  funding 
or  60  percent  of  our  income. 

Mrs.  Boxer.  Thank  you  very  much. 

Dr.  Telles,  do  you  see  Medicare  patients? 

Dr.  Telles.  Yes,  I  do. 

Mrs.  Boxer.  How  do  you  compare  those  programs  in  terms  of  the 
bureaucracy  and  the  funding  reimbursements? 

Dr.  Telles.  Well,  Medicare  is  certainly  much  better  than  Medi- 
Cal  as  far  as  funding  reimbursement,  but  still  there  are  problems 
arising  there,  as  you  are  aware.  And  there  are  problems  which  are 
built  into  the  present  Medicare  system  which  are  kind  of  geared  to 
limit  access.  And  examples  of  that  would  be  one  of  the — you  are 
familiar  with  the  DRG  reimbursement  system? 

Mrs.  Boxer.  Yes. 

Dr.  Telles.  You  know,  if  a  patient  is  in  a  rural  hospital  in  our 
area  and  has  been  there  for  a  week  or  so  and  has  to  be  transferred 
to  a  tertiary  hospital  with  a  little  more  horsepower  in  the  medical 
center,  one  of  the  problems  there  is  that  there  is  a  tremendous  dis- 
couragement to  transfer  that  patient  because  his  DRG  was  used  up 
at  the  preceding  hospital.  So  we  have  not  really  encountered  prob- 
lems like  that  here  in  Fresno,  but  it  is  a  potential  problem  which 


18 


will  limit  the  access  of  the  rural  patient  to  the  tertiary  referral 
center. 

Mrs.  Boxer.  Let  me  ask  you  a  question  because  your  testimony 
was  very  disturbing  in  terms  of  the  Medi-Cal  system  even  being 
able  to  in  any  way  get  any  private  physicians  to  participate  in  the 
system,  unless  they  wanted  to  do  charity  work  as  a  percentage  of 
their  practice. 

So  my  question  to  you  is,  Do  we  need  to  look  at  a  whole  new  way 
of  servicing  indigent  people— — 
Dr.  Telles.  I  think  so. 

Mrs.  Boxer  [continuing].  And  if  so,  what  should  that  be?  Should 
it  be  a  way  in  which  everyone  has  a  national  health  insurance 
policy  that  they  can  use?  Or  should  it  be  in  a  way  where  instead  of 
having  indigent  people  go  to  private  physicians,  they  go  to  clinics 
that  are  funded  by  the  Government  and  salaries  paid  to  physicians, 
and  their  job  is  to  see  indigent  patients?  What  do  you  see  as  a 
remedy? 

Dr.  Telles.  I  have  a  lot  of  suggestions.  My  first  suggestion  would 
be  to  totally  reform  the  Medicare  system.  One  reason  why  I  am 
somewhat  disturbed  by  the  Medi-Cal  system  is  because  the  system 
treats  the  physician  as  a  criminal.  That  seems  to  be  the  premise  of 
the  review  processes  that  are  incorporated  in  the  Medi-Cal  system 
that  the  physician  is  first  a  criminal  who  is  going  to  ripoff  the 
Medi-Cal  system.  And  actually  it  is  my  contention  that  the  way  the 
system  is  currently  designed  it  will  generate  criminals.  It  will  gen- 
erate people  who  the  only  way  they  can  survive  under  Medi-Cal  is 
to  do  high  volume,  perhaps  poor  quality  care.  And  there  are  lots  of 
examples  of  that  up  and  down  the  State  of  California. 

I  think  the  biggest  examples  are  the  abortion  clinics.  I  am  not 
going  to  mention  anything  about  pros  or  cons  on  abortion,  but 
there  are  abortion  clinics  in  Los  Angeles  which  have  million  dollar 
advertising  budgets.  And  this  is  primarily  to  attract  a  Medicare  pa- 
tient. As  you  know,  in  California,  Medi-Cal  reimburses  for  abortion, 
and  there  is  no  need  for  parental  approval  and  all  that,  and  if  you 
look  at  the  statistics  in  California,  there  is  no— the  abortion  clinics 
are  doing  abortions  on  folks  which  have  had  lots  of  other  abortions. 
There  is  a  high  percentage  of  repeated  

Mrs.  Boxer.  Wait,  let  us  get  to  the  point.  I  am  asking  you  how 
can  one  have  a  situation — you  have  already  stated  that  you  think 
it  is  a  problem. 

Dr.  Telles.  Yes. 

Mrs.  Boxer.  And  I  am  saying,  assuming  you  are  correct,  that  in 
fact  the  Medi-Cal  system  is  not  working  because  you  are  not  get- 
ting enough  money  and  it  is  too  bureaucratic.  Is  the  answer  to  get 
you  more  money  and  make  it  less  bureaucratic  or  is  the  answer  to 
forget  working  with  the  private  sector  physicians  

Dr.  Telles.  No,  I  think  the  first  thing  to  do  is  make  it  less  bu- 
reaucratic. And  I  mentioned  the  program  that  we  had  in  Fresno 
here  8  years  ago. 

Mrs.  Boxer.  And  you  support  a  return  to  that? 

Dr.  Telles.  I  think  it  is  a  great  program.  It  should  be  reinstitut- 
ed  not  only  here  but  in  all  localities  where  the  control  is  local 
rather  than  at  a  State  level  or  a  Federal  level  and  that  is  going  to 
be  a  great  step  in  reducing  the  bureaucracy  in  that. 
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And  making  the  whole  reimbursement  process  more  simple.  You 
do  not  need  a  750-page  book.  We  deal  with  other  insurance  compa- 
nies and  our  documentation  booklets  are  less  than  10  pages.  There 
are  a  lot  of  areas  that  can  be  trimmed. 

Mrs.  Boxer.  So  you  would  like  to  go  back  to  the  way  it  was? 

Dr.  Telles.  The  way  it  was  in  Fresno  County. 

Mrs.  Boxer.  Yes. 

Dr.  Telles.  This  is  something  that  I  do  not  think- — 

Mrs.  Boxer.  The  way  it  was  in  Fresno  County. 

Dr.  Telles.  Yes.  I  do  not  think  you  totally  understand  this,  be- 
cause this  was  a  pilot  project  that  was  only  in  Fresno  County.  It 
did  not  exist  in  the  rest  of  California. 

But  it  really  served  the  purpose  in  integrating  the  Medi-Cal  pa- 
tient into  the  private  sector.  And  the  private  sector  is  willing  to 
take  care  of  a  percentage  of  Medi-Cal.  Even  if  the  reimbursement 
level  is  at  a  level  that  it  does  not  cover  cost.  I  think  the  private 
sector — many  physicians,  my  colleagues,  are  willing  to  see  a  pa- 
tient in  a  sense  on  a  charity  basis,  that  is  no  problem.  Just  do  not 
burden  us  with  the  bureaucracy  that  goes  along  with  it. 

Mrs.  Boxer.  I  understand  your  point.  Thank  you. 

A  Voice  From  Audience.  I  represent  Channel  21  and  I  have  a 
couple  of  questions  I  would  like  to  ask  if  you  do  not  mind. 

Mrs.  Boxer.  We  will  not  be  able  to — we  will  have  to  take  a  break 
after  the  next  panel  and  do  that,  if  you  can  wait,  because  I  

A  Voice  From  Audience.  About  an  hour? 

Mrs.  Boxer.  Yes,  I  would  say.  About  30  minutes.  Yes,  Mr.  Bleth. 

Mr.  Bleth.  You  are  here  looking  for  ideas  about  how  access  is 
being  dealt  with,  and  I  think  what  I  would  like  to  share  with  you  is 
one  access,  and  Dr.  Telles  touched  on  it,  and  that  is  the  access  of 
the  patient  in  the  rural  areas  getting  care  in  the  urban  areas.  And 
what  prompted  my  thought  is  that  one  of  the  television  stations 
showed  a  program — 48  Hours — the  other  day  where  a  patient  lan- 
guished in  a  rural  hospital  for  28  days  and  could  not  get  trans- 
ferred to  one  of  the  urban  hospitals  where  there  was  an  appropri- 
ate level  of  care.  That  patient  died.  We  also  have  been  dealing  with 
patient  transfers. 

I  am  also  the  director  of  the  EMS  agency.  One  of  the  ways  we 
use  the  CHIP  money,  the  Proposition  99  cigarette  tax  money — in 
working  with  the  local  hospitals — is  to  set  aside  a  pot  of  money  as 
a  risk  pool  to  be  available  to  those  hospitals  who  agree  to  accept 
transfers  of  those  patients  in  the  rural  areas  where  they  do  not 
have  the  medical  expertise  to  care  for  the  patient.  Out  of  that  pool 
those  hospitals  will  be  reimbursed  for  patients  who  are  indigent 
and  who  cannot  get  into  the  county's  hospital.  It  has  not  been  done 
before  in  this  county,  to  my  knowledge.  The  private  hospitals  have 
heretofore  been  reluctant,  of  course,  to  accept  nonpaying  patients. 
To  me  it  represents  a  creative  way  of  using  those  dollars  in  coop- 
eration with  the  local  hospitals. 

Mrs.  Boxer.  That  is  very  interesting. 

Mr.  Bleth.  So  it  is  improved  access  to  care,  a  very,  very  critical 
area,  and  I  thought  I  would  share  that  with  you  because  it  is  a 
need  that  we  have  had  and  it  is  a  unique  way  of  using  the  cigarette 
tax  dollars. 

Mrs.  Boxer.  Thank  you  very  much. 
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I  want  to  thank  this  first  panel.  You  have  been  terrific  and 
really  have  given  me  some  information  I  did  not  have  before  and 
certainly  in  your  description  of  this  county  I  see  here  a  reflection 
of  the  national  problems.  And  I  will  take  the  information  back. 
Thank  you  very  much. 

We  will  call  the  next  panel.  Dr.  Northway,  president  and  chief 
executive  officer  of  the  Valley  Children's  Hospital;  Tony  Vang  of 
Lao  Family  Community  of  Fresno;  and  Anna  Phillips,  director, 
Health  Services,  Fresno  Unified  School  District. 

We  would  like  to  start  right  in  with  Dr.  Northway,  and  if  you 
could  try  to  summarize  in  about  8  minutes.  As  you  see,  I  have  a  lot 
of  questions. 

STATEMENT  OF  J.  D.  NORTHWAY,  M.D.,  PRESIDENT  AND  CHIEF 
EXECUTIVE  OFFICER,  VALLEY  CHILDREN'S  HOSPITAL 

Dr.  Northway.  Chairwoman  Boxer,  thank  you  very  much  for 
coming  to  Fresno  and  we  welcome  you  to  our  community,  and 
thank  you  for  allowing  me  the  privilege  of  sharing  some  observa- 
tions which  I  have  on  the  cost  of  health  care  and  its  accessibility  as 
it  pertains  to  America's  children. 

Besides  being  the  president  and  chief  executive  officer  of  the 
only  private  free-standing  children's  hospital  in  rural  America,  I 
am  also  a  pediatrician.  So  I  think  that  I  understand  some  of  the 
clinical  as  well  as  the  business  aspects  of  the  problems  arising  from 
our  present  health  care  delivery  system  for  children. 

Let  me  tell  you  a  little  bit  about  the  mission  of  Valley  Children's 
Hospital,  and  it  is  to  provide  access  to  comprehensive  pediatric 
services  to  more  than  700,000  children  living  in  the  central  San 
Joaquin  Valley  regardless  of  their  ability  to  pay.  And  I  think  that 
you  have  heard  a  lot  already  this  morning  about  the  ability  to  pay. 
The  Children's  Hospital  has  not  closed  its  doors  regardless  of  the 
family's  ability  to  pay. 

For  38  years  we  have  lived  with  this  mission,  but  I  will  have  to 
tell  you  over  the  last  couple  of  years  it  has  been  tough  sledding. 
And  in  particular,  the  last  4  months  of  this  year  we  have  already 
lost  $1.4  million  because  our  expenses  exceeded  revenues. 

I  emphasize  these  losses  did  not  occur  because  we  had  empty 
beds.  They  occurred  quite  to  the  contrary.  It  is  because  the  reim- 
bursement covered  by  the  Medicaid  system  just  fell  short  of  cover- 
ing the  cost  of  care. 

What  things  have  led  to  this  point  where  actually  now  we  are  in 
the  situation  where  financially  we  are  having  trouble  serving  the 
people  we  really  want  to  serve.  And  I  think  you  have  heard  some 
of  the  reasons.  As  other  agencies  are  running  out  of  money,  and  so 
they  are  turning  to  the  court  of  last  resort,  if  you  will,  for  children, 
and  I  think  that  is  the  Valley  Children's  Hospital  in  Fresno. 

We  are  a  very  fast  growing  county  in  California,  about  4  percent 
a  year,  but  unfortunately  a  significantly  large  percentage  of  the 
families  coming  in  to  Fresno  either  lack  education  or  lack  economic 
resources.  For  the  first  time  I  think,  Congresswoman  Boxer,  in  our 
history,  we  are  seeing  the  poor  leaving  urban  America  and  coming 
to  rural  America  where  it  is  a  little  bit  less  expensive  to  live  on  the 
same  amount  of  dollars  that  you  would  get  in  an  urban  setting. 
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Now,  as  this  growth  continues,  the  frightening  thing  to  us  is  that 
we  anticipate  by  1995  that  approximately  50  percent  of  all  the  chil- 
dren living  in  the  central  valley  will  be  on  medicaid.  And  with 
each  passing  year,  literally  each  passing  month,  the  numbers  of 
Medi-Cal  dependent  patients  treated  at  Valley  Children's  Hospital 
has  risen.  Our  Medi-Cal  census  now  averages  over  70  percent.  We 
are  the  largest  Medi-Cal  provider,  pediatric  provider,  in  the  State 
of  California,  and  probably  the  largest  medicaid  provider  for  chil- 
dren in  the  United  States. 

You  would  think  that  a  hospital  that  is  overflowing  and  in  some 
cases  having  to  turn  patients  away  because  there  are  no  beds  that 
we  would  not  be  facing  financial  problems.  But  Medicaid,  or  Medi- 
Cal  in  this  State,  pays  Valley  Children's  Hospital  only  about  85 
cents  for  every  dollar  of  health  care  delivered  to  the  Medicare  pa- 
tients. Well,  with  over  70  percent  of  the  patients  on  one  insurance 
policy,  we  do  not  have  very  many  patients  left  that  we  can  shift 
the  shortfall  onto.  And  as  a  result,  we  have  begun  to  lose  money. 

Well,  why  are  so  many  of  these  children  ending  up  at  our  door- 
step? Poverty  is  certainly  part  of  the  problem  and  we  see  that 
across  the  country.  That  is  not  unique  to  this  area.  But  cultural  dif- 
ferences I  think  are  another  real  problem. 

And  let  us  talk  a  little  bit  about  our  Southeast  Asian  friends  who 
have  come  and  have  become  an  important  part  of  our  community. 
We  have  about  29,000  Mongs  in  our  population,  and  this  group  is 
growing,  and  I  am  sure  Mr.  Vang  will  talk  about  this.  These  peo- 
ples' ideas  about  health  care  are  vastly  different  from  ours,  and  at 
times  leads  to  some  serious  problems  for  us  in  the  health  care 
interacting  with  this  group  of  people,  but  through  folks  like  Mr. 
Vang,  we  have  been  able  to  overcome  a  lot  of  these  problems. 

And  let  us  talk  a  little  bit  about  the  recent  measles  epidemic 
which  hit  the  Mong  community  extremely  hard.  And  why,  in  part, 
were  some  of  these  children  not  immunized?  Some  of  the  reasons 
have  to  do  with  the  religious  beliefs  of  the  Mongs.  And,  for  exam- 
ple, it  is  my  understanding  that  they  really  do  not  like  to  have — 
none  of  us  do — but  for  religious  reasons  they  do  not  like  to  have 
the  skin  punctured,  because  there  is  an  idea  that  maybe  the  soul 
would  leave  the  body  in  that  regard.  You  have  to  puncture  the  skin 
in  order  to  immunize  somebody  against  the  measles. 

But  we  try  to  respect  their  religious  beliefs,  because  they  are  as 
important  to  them  as  ours  are  to  ourselves,  but  it  puts  us  into  a 
difficult  situation  at  times.  We  are  often  thwarted  in  our  ability  to 
draw  blood,  to  do  spinal  taps  or  even  to  administer  shots.  And,  of 
course,  without  immunizations,  these  children  have  no  inherent  re- 
sistance to  the  measles  virus  and  so  they  came  down  with  the  ill- 
ness. 

In  addition  to  that,  once  the  child  came  down  with  measles  or 
was  exposed  to  measles,  because  of  their  concern  about  what  might 
happen  if  they  went  to  the  hospital,  they  tried  to  continue  to  care 
for  the  child  in  their  own  environment  and  when  that  finally  did 
not  work,  then  they  would  come  to  the  hospital  extremely  ill  and, 
as  you  have  heard,  we  have  had  10  deaths  which  represented  25 
percent  of  all  the  deaths  in  California  from  measles. 

Although  the  situation  in  the  Southeast  Asian  community  is  one 
situation,  and  it  is  maybe  related  to  the  problem  somewhat  to  their 
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particular  religious  beliefs,  there  are  many  barriers  that  are 
shared  by  the  majority  of  the  low-  income  Government  dependent 
families  in  securing  health  care.  Many  of  our  families  cannot  take 
their  children  to  the  doctor  because  they  lack  transportation.  Or 
someone  to  care  for  the  other  children  in  the  family  when  they  do 
come  to  see  a  physician.  So  they  wait  until  the  child  is  just  critical- 
ly ill,  beyond  their  ability  to  manage  the  care,  and  then  they  turn 
to  us  but  usually  it  amounts  to  a  hospitalization  and  an  expensive 
hospitalization. 

Others  may  not  have  a  primary  care  physician,  as  you  have 
heard  Dr.  Telles  mention,  although  I  will  have  to  say  in  the  pediat- 
ric community  of  Fresno  County,  the  pediatricians  have  really  been 
role  models,  as  has  the  family  practitioners,  in  taking  care  of  Medi- 
care patients.  But  if  they  do  not,  then  they  have  no  one  to  turn  to 
except  the  emergency  room,  and  that  is  a  really  very  poor  and  ex- 
pensive way  to  get  any  kind  of  medical  care. 

But  the  real  tragedy  in  some  of  the  communities  around  is  that 
the  families  do  have  the  knowledge  to  access  the  health  care 
system  but  they  do  not  have  the  means.  They  earn  too  much 
money  to  qualify  for  Medicare  and  their  job  sources  do  not  provide 
health  care  benefits  or  pay  enough — the  job  does  not  pay  enough — 
to  allow  the  family  to  purchase  their  own  health  insurance.  A  real 
tragedy  in  this  country.  And  you  talked  about  the  uninsured,  and 
it  certainly  affects  children  in  this  country  as  well. 

So  how  do  we  make  basic  health  care  accessible  to  all  of  our  chil- 
dren? I  think  there  are  two  main  issues.  You  probably  know  them 
and  are  sort  of  nauseated  by  hearing  them,  but  let  me  repeat  them 
again. 

I  believe  that  eligibility  criteria  for  these  programs,  for  the  poor 
in  our  country,  must  be  standardized  nationwide.  And  they  must 
be  comprehensive  enough  to  include  the  children  who  are  really  at 
risk.  And,  second,  reimbursement  for  services  must  cover  the  real 
cost  of  providing  these  services.  So  the  eligibility  has  got  to  be 
there,  and  the  reimbursement  has  got  to  be  there  or  otherwise  the 
patient  is  denied  access. 

Presently,  as  you  know,  eligibility  requirements  vary  greatly 
from  State  to  State.  California  happens  to  be  a  pretty  good  reim- 
bursement State.  But  in  many  other  States,  children  are  excluded 
because  of  the  eligibility  requirements. 

And  then,  of  course,  the  medicaid  system  usually  does  not  pay 
costs  and  it  certainly  does  not  pay  costs  in  California.  We  have  pro- 
vided $28  million  in  unpaid-for  care  for  the  children  living  in  our 
Valley  last  year  and  this  year  it  is  going  to  be  over  $30  million.  I 
can  tell  you  that  not  many  businesses  can  remain  viable  with 
writeoffs  of  that  magnitude  year  after  year. 

In  closing,  let  me  offer  some  personal  observations  I  have  made 
this  past  year  as  a  member  of  the  National  Commission  on  Chil- 
dren. I  have  traveled  across  this  country  listening  to  parents, 
teachers,  counselors,  social  workers,  health  care  providers,  and  I 
want  to  tell  you  that  if  we  do  not  find  solutions,  if  solutions  are  not 
found  in  regards  to  the  problems  facing  our  youngsters,  as  a  coun- 
try we  are  headed  for  disaster. 

Many  parents  realize  that  they  are  not  able  to  promise  their  chil- 
dren a  better  life  than  they  have  had.  That  has  never  happened 
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before  in  this  country.  We  have  always  said  to  our  kids,  "Life  will 
be  better  for  you."  We  cannot  say  that  now.  There  are  more  and 
more  parents,  people  in  our  country,  who  have  given  up  because 
the  chances  of  making  it  out  of  poverty  are  just  not  possible. 

I  believe  that  we  do  have  the  ability  to  turn  things  around  for 
this  and  future  generations.  And  our  first  step  that  we  can  take  is 
making  access  to  health  care  an  absolute  right  for  all  children  by 
designing  realistic  and  standardized  eligibility  requirements  and  by 
reimbursing  health  care  providers  at  a  rate  which  encourages  them 
to  take  care  of  children  who  live  in  poverty. 

Thanks  very  much.  I  will  be  happy  to  answer  any  questions  you 
might  have. 

[The  prepared  statement  of  Dr.  Northway  may  be  found  at  end  of 
hearing.] 

Mrs.  Boxer.  I  really  appreciate  your  terrific  testimony  and  I  will 
be  back  to  you  with  a  question  or  two.  Mr.  Vang,  welcome. 

STATEMENT  OF  TONY  VANG,  EXECUTIVE  DIRECTOR,  LAO 
FAMILY  COMMUNITY  OF  FRESNO,  INC. 

Mr.  Vang.  Thank  you.  Good  morning,  Congressv/oman  Boxer. 
My  name  is  Tony  Vang.  I  am  the  executive  director  of  Lao  Family 
Community  of  Fresno,  a  nonprofit  organization  that  serves  refu- 
gees and  immigrants. 

I  am  here  today  to  speak  on  behalf  of  the  Southeast  Asian  refu- 
gees in  the  community  of  Fresno.  Therefore,  the  health  care  needs 
and  recommendations  that  were  addressed  are  specific  to  this  popu- 
lation with  an  emphasis  on  children. 

The  Southeast  Asian  population  includes  political  refugees  and 
immigrants  from  Laos,  Vietnam,  and  Cambodia.  As  you  know,  the 
political  refugees  are  here  as  a  result  of  the  Vietnam  war.  Al- 
though the  differences  from  one  group  to  another  in  general  health 
care  beliefs  of  Southeast  Asia  do  not  correspond  to  those  of  West- 
ern medicine.  For  Americans  and  for  Southeast  Asians,  unfamiliar 
healing  techniques  foster  mistrust  on  both  sides.  Southeast  Asians 
rely  on  traditional  healing  practices  such  as  ancestral  worship,  her- 
balism, and  acupuncture,  practices  that  are  often  in  conflict  with 
Western  medicine  and  its  emphasis  on  science  and  germ  theory.  On 
the  other  hand.  Western  health  care  practice  often  alienates  pa- 
tients from  Southeast  Asians,  resulting  in  what  Western  providers 
consider  to  be  noncompliance  with  medical  advice. 

The  lack  of  trust  escalated  when  one  Western  care  provider 
called  child  protective  services  to  force  medical  compliance.  In 
some  instances,  the  lack  of  trust  and  the  refusal  of  such  a  patient 
to  accept  medical  advice  and  treatment  has  resulted  in  premature 
death  and  disability  of  women  of  childbearing  age  of  children. 

For  example,  because  of  lack  of  understanding  and  fear  of  sur- 
gery, a  young  Mong  woman  died  in  childbirth  rather  than  agree  to 
a  cesarean  sector.  Another  graphic  and  tragic  illustration  of  in- 
creasing mistrust,  miscommunication,  and  lack  of  health  care  edu- 
cation is  the  risk  of  measles  in  Fresno  County  which  took  the  life 
of  10  Mong  children. 

Word  of  mouth  plays  an  important  role  for  people  who  may  not 
be  literate  in  their  own  languages.  Negative,  misinterpreted,  often 
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erroneous  information  on  how  patients  are  treated  and  why  they 
receive  certain  kind  of  treatment  spreads  quickly  through  the  com- 
munity, not  only  here  in  Fresno,  but  wherever  refugees  reside  in 
the  United  States  and  in  refugee  camps  overseas. 

The  results  in  the  health  care  problems  facing  Fresno  County, 
we  must  address  both  overall  relationships  between  physicians,  pa- 
tients, as  well  as  the  crisis  such  as  the  state  of  prenatal  and  deliv- 
ery care  as  well  as  what  our  community  experienced  during  the 
measles  crisis. 

There  has  to  be  continued  education  for  both  Southeast  Asian 
and  for  health  care  providers  to  improve  utilization  of  decent  serv- 
ices. The  health  promotion  project  at  Lao  Family  Community  has 
provided  education  on  basic  health  information,  hygiene  and  safety 
for  Mong,  Laotian,  Cambodian,  and  Vietnamese  refugees  for  the 
last  5  years.  It  reached  46,000  refugees,  speaking  four  major  lan- 
guages. However,  current  funding  and  funding  in  staff  allocation 
are  inadequate. 

Second,  we  must  build  a  partnership  between  community  repre- 
sentatives and  health  care  providers  in  partnership  including  those 
in  direct  service. 

The  recent  effort  on  the  part  of  the  Fresno  County  Health  De- 
partment to  forge  such  a  partnership  is  a  positive  step  towards  this 
goal. 

Third,  we  must  increase  the  number  of  bilingual  biculture  health 
care  professionals.  The  number  of  trained  interpreters  and  profes- 
sionals serving  the  community  in  assisting  in  breaching  the  com- 
munication gap  is  inadequate.  Until  we  have  trained  professionals 
among  the  Southeast  Asian  community,  individuals  will  continue 
to  receive  inadequate  services. 

Four,  any  effort  must  involve  the  community  leaders,  communi- 
cating with  and  through  the  leadership  with  health  care  informa- 
tion to  a  far  greater  number  than  the  conventional  methods.  By 
taking  these  proactive  steps  in  improving  health  care,  Fresno  will 
be  much  better  prepared  to  deal  with  any  crisis  as  it  arises. 

I  would  like  to  make  some  recommendations  as  the  following. 
One,  increase  and  guarantee  continued  funding  for  trained  inter- 
preters in  professional  positions  in  the  health  care  and  social  work. 

Two,  provide  funding  for  increased  training  opportunities  for  mi- 
norities in  health  and  social  service  positions,  including  LVN,  RN, 
and  social  workers. 

Three,  continued  funding  of  programs  that  address  basic  commu- 
nity health  and  education  needs  in  culturally  sensitive  language 
and  appropriate  methods. 

Four,  address  ways  to  increase  the  poor  Medicare  providers  and 
reassess  Medicare  guidelines  that  limit  health  care  treatment. 
Many  refugees  depend  on  welfare  assistance,  specifically  Medicare, 
for  health  care  needs.  There  are  a  limited  number  of  physicians 
who  take  Medicare  patients,  resulting  in  less  availability  in  access 
to  health  care.  Thank  you. 

[The  prepared  statement  of  Mr.  Vang  may  be  found  at  end  of 
hearing.] 

Mrs.  Boxer.  Thank  you,  Mr.  Vang.  Ms.  Phillips. 
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STATEMENT  OF  ANNA  PHILLIPS,  DIRECTOR,  HEALTH  SERVICES, 
FRESNO  UNIFIED  SCHOOL  DISTRICT 

Ms.  Phillips.  Thank  you.  I  am  going  to  be  addressing  one  aspect 
of  the  health  care  crisis,  and  that  one  aspect  is  teenage  pregnancy. 

As  director  of  health  services  for  Fresno  Unified  School  District, 
a  district  that  serves  approximately  68,000  students,  I  am  well 
aware  of  the  impact  of  teenage  pregnancy  as  a  significant  health 
problem. 

In  our  school  district,  girls  who  are  known  to  be  pregnant  or  sus- 
pected to  be  pregnant  are  referred  to  the  school  nurses.  In  1986-87 
we  decided  to  start  compiling  data  on  teenage  pregnancy,  not 
having  had  any  hard  data  before  and  needing  to  be  able  to  report 
on  the  situation.  That  first  year  in  1986-87,  the  nurses  reported  454 
known  pregnancies.  One  was  12  years  of  age;  5  were  13;  23  were  14; 
and  91  were  15,  et  cetera.  Each  year  we  have  had  one  or  two  girls 
who  have  been  in  the  sixth  grade  that  are  12  years  old  and  are 
pregnant.  We  continue  to  see  13-year-olds,  14-year-olds,  et  cetera. 
The  biggest  number  are  16-year-olds. 

In  our  statistics,  we  find  the  greatest  number  of  pregnant  stu- 
dents in  our  school  district  are  Hispanic.  In  1987-88,  the  nurses  re- 
ported 552  pregnancies,  67  second  pregnancies  and  11  third  preg- 
nancies. The  year  before  we  had  31  second  pregnancies  and  two 
third  pregnancies.  So  each  year  the  number  of  second  and  third 
pregnancies  have  increased. 

In  1988-89,  554  pregnancies  were  reported,  73  second  pregnancies 
and  13  third  pregnancies. 

In  1989-90,  the  statistics  from  last  year,  are  not  completed  at 
this  point,  but  as  a  subtotal,  we  are  seeing  562  pregnancies,  72 
second  and  16  third  pregnancies. 

When  we  look  in  our  school  district  at  the  numbers  of  significant 
health  problems,  for  example,  asthma,  diabetes,  seizure  disorders, 
orthopedic  problems,  et  cetera,  and  if  you  reduce  the  population  by 
half,  eliminating  males,  we  see  teenage  pregnancy  second  only  to 
asthma  and  allergies  in  the  number  of  students  affected.  So  it  is  a 
major  health  risk  for  our  students. 

Setting  numbers  aside  and  giving  consideration  to  the  impact  of 
pregnancy  on  the  health  of  the  teenager  and  the  infant,  we  see 
how  devastating  this  problem  can  be.  I  think  very  often  when  we 
hear  statistics  we  do  not  hear  what  happens  to  the  girls  and  what 
happens  to  their  babies. 

I  am  going  to  depart  just  a  little  bit  from  my  printed  presenta- 
tion. And  I  want  to  share  with  you  for  one  year  the  comments  and 
information  provided  by  school  nurses  that  I  compiled  for  one 
school  year.  One  health  problem  experienced  by  pregnant  adoles- 
cents, preeclampsia  toxemia.  Ten  students.  One  was  hospitalized 
for  one  week.  Another  one  was  hospitalized  for  two  weeks  after  de- 
livery due  to  persistent  high  blood  pressure.  Fifteen  students  had 
Caesarian  sections.  Eight  students  were  followed  for  vaginal  bleed- 
ing. One  child,  or  one  student,  was  hospitalized  for  three  days.  Ten 
students  were  followed  with  premature  contractions.  One  was  hos- 
pitalized for  five  days.  Thirty-eight  students  had  therapeutic  abor- 
tions that  the  nurses  know  about  as  they  were  reported  to  them. 
One  of  them  was  due  to  severe  birth  defects.  One  therapeutic  abor- 
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tion  was  self-induced.  One  was  due  to  herpes.  One  child  who  had 
an  abortion  reported  it  was  her  third  pregnancy.  She  had  a  IV2' 
year-old  and  she  had  a  6-month-old  at  home.  One  student  returned 
to  the  hospital  by  ambulance  2  days  after  her  abortion  due  to 
severe  bleeding  and  she  was  also  experiencing  problems  with  uri- 
nary incontinence. 

Sixteen  students  had  spontaneous  abortions.  One  student  was 
very  depressed  following  her  second  spontaneous  abortion  and 
needed  treatment.  One  was  her  third  pregnancy,  which  had  fol- 
lowed two  spontaneous  abortions  prior  to  that. 

Students  experienced  different  infectious  problems  during  their 
pregnancy.  One  had  hepatitis  diagnosed  at  delivery.  Three  had  uri- 
nary tract  infections.  One  was  under  care  for  bronchitis,  bladder 
infection,  abdominal  pain,  grand  mal  seizures,  all  problems  experi- 
enced by  one  student.  And  one  student  was  treated  with  an  infec- 
tion from  a  human  bite  and  was  going  to  need  plastic  surgery. 

Six  students  experienced  severe  nausea  and  vomiting.  Five  stu- 
dents experienced  severe  anemia.  One  of  them  was  a  third  preg- 
nancy and  she  required  transfusions  after  her  second  delivery.  An- 
other student  was  diagnosed  with  aplastic  anemia  after  her  deliv- 
ery. This  may  not  have  been  related  to  her  pregnancy  but  it  is  a 
serious  medical  condition  that  may  have  been  aggravated  by  her 
pregnancy. 

Other  medical  conditions,  severe  asthma.  Another  student  in- 
jured in  an  automobile  accident  during  her  pregnancy.  Back  pain, 
hip  pain,  abdominal  pain.  One  17-year-old  student  was  pregnant, 
had  a  mitral,  aorta  and  tricuspid  valve  insufficiency,  so  she  had  a 
major  cardiac  condition  and  probably  was  not  the  best  candidate 
for  a  pregnancy. 

Scoliosis.  This  particular  child  has  one  lung.  She  is  pregnant  and 
she  was  having  frequent  shortness  of  breath.  Gestational  diabetes. 
Two.  One  was  on  insulin.  One  child  was  treated  for  polyhydram- 
nios. Excessive  amniotic  fluid.  Two  experienced  twin  pregnancies. 
Two  children  followed  for  intrauterine  growth  retardation.  And 
one  student  delivered  with  no  prenatal  care. 

I  can  go  on  to  some  of  the  psychosocial  problems.  One  16-year-old 
pregnant  student  whose  parents  died  a  few  months  apart  and  then 
her  brother  died  and  was  really  experiencing  some  problems. 

One  student  was  abducted  by  her  parent  and  taken  out  of 
Fresno.  One  student  was  hospitalized  at  Kingsview  due  to  sub- 
stance abuse  during  her  pregnancy. 

One  17-year-old  pregnant  student  was  living  alone.  It  was  her 
second  pregnancy.  She  was  totally  unsupervised.  Two  students 
were  living  in  group  homes.  One  was  a  runaway. 

Do  you  want  me  to  go  on  with  the  health  problems  

Mrs.  Boxer.  I  think  I  have — I  am  getting  the  point  and  I  am 
going  to  have  a  lot  of  questions, 

Ms.  Phillips.  Those  are  some  of  the  problems  that  the  statistics 
do  not  cover. 

Mrs.  Boxer.  All  right. 

Ms.  Phillips.  Access  to  care  did  not  seem  to  be  a  major  problem 
for  our  girls.  Our  nurses  scout  around.  They  knew  which  obstetri- 
cians take  Medi-Cal.  Although  a  few  of  the  girls  have  delivered 
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with  no  prenatal  care,  the  nurses  see  that  almost  all  of  them  re- 
ceive medical  care  primarily  through  the  use  of  the  Medi-Cal  card. 

What  is  greatly  needed  is  more  efforts  toward  prevention  and 
better  case  management  of  students  who  are  pregnant  to  ensure 
regular  prenatal  care  and  to  assist  students  with  psychosocial  and 
educational  aspects  of  this  situation  because  a  large  number  of 
them  do  drop  out  of  school. 

I  am  pleased  to  have  this  opportunity  to  share  this  information 
and  I  hope  that  Federal  funding  may  be  increased  to  provide  addi- 
tional services  for  pregnant  and  parenting  adolescents. 

[The  prepared  statement  of  Ms.  Phillips  may  be  found  at  end  of 
hearing.] 

Mrs.  Boxer.  What  I  would  like  you  to  do,  if  you  can,  is  just  take 
a  break  for  about  3  minutes  or  4  minutes.  I  would  like  to  do  this 
interview  so  we  can  let  the  people  of  Fresno  know  what  I  am  learn- 
ing and  we  will  resume  with  questions  to  the  panel  in  less  than  5 
minutes. 

After  Recess 

Mrs.  Boxer.  I  would  like  to  call  the  hearing  back  to  order.  And  I 
would  like  to  direct  some  questions  to  our  second  panel  which  was 
really  excellent. 

I  wanted  to  say  to  the  panel  that  I  appreciate  your  patience  in 
allowing  me  to  do  this  break,  because  I  feel  that  the  people  need  to 
know  what  we  are  learning  in  these  hearings,  and  I  have  learned  a 
tremendous  amount  so  far,  and  was  glad  to  be  able  to  share  it. 

Dr.  Northway,  I  want  to  compliment  you  on  your  excellent  testi- 
mony and  your  summation  in  which  you  say  that  health  care 
should  be  a  right  for  all  children. 

I  think  frankly  that  we  need  to  develop  a  system  where  every 
child  has  a  guaranteed  right  to  health  care  because,  as  you  point 
out,  it  is  completely  ridiculous  to  believe  that  we  can  survive  as  a 
Nation  if  our  children  are  not  healthy. 

So  we  need  to  develop  this.  You  know,  in  our  Congress  now  for 
the  first  time  we  hear  talk  about  national  health  insurance  and 
every  single  American  having  either  his  or  her  own  private  insur- 
ance or  being  able  to  get  access  to  insurance  that  they  can  get 
access  to  through  the  Federal  Government.  It  is  the  first  time  that 
I  have  ever  really  heard  talk  about  that. 

We  also  have  a  bill  by  Congressman  Stark  which  would  expand 
Medicare  to  every  American.  So  that  what  he  considers  a  success- 
ful Medicare  program  would  be  expanded  to  extended  to  everyone. 

Have  you  given  much  thought  to  how  we  can  get  to  the  point 
when  we  do  have  all  of  our  people  covered  with  health  insurance, 
have  you  given  any  thought  to  how  we  could  go  about  this? 

Dr.  Northway.  I  think  so.  I  am  certainly  not  the  world's  expert 
in  this  regard,  and  I  think  you  will  see  that  Congress  will  hear 
from  the  National  Commission  at  the  end  of  March  our  recommen- 
dations. But  one  of  the  things  that  strikes  me  is  in  fact  we  do  have 
quite  a  good  private  health  insurance  industry  in  this  country.  And 
there  is  competition  between  those  companies.  And  I  think  that 
that  in  itself  is  very  healthy  and  it  is  sort  of  a  watchdog  situation 
so  that  one  company  competes  with  another. 
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What  I  would  hate  to  see  us  do  I  think  is  to  get  rid  of  that  total 
industry  and  say  go  to  a  national  health  insurance  system  that  is 
run  by  the  Government,  whether  it  is  run  by  the  State  or  the  local 
or  Federal  Governments,  because  it  does  away  with  the  competi- 
tion. The  bureaucracy  has  a  tendency  to  grow.  The  paperwork  has 
a  tendency  to  accumulate.  And  access  has  a  tendency  to  go  away. 

So  what  I  would  like  us  to  do  is  to  build  on  the  system  that  we 
have  that  works.  And  if  the  Government  is  involved  in  any  way,  it 
would  be  to  a  certain  extent  in  paying  premiums,  not  necessarily 
in  paying  bills. 

And  certainly  there  are  many  of  us  now  who  have  our  own  in- 
surance policies  and  we  pay  our  premiums  and  the  companies  bill 
us  and  do  their  kinds  of  things  to  make  sure  that  they  are  control- 
ling costs  as  best  they  can. 

Then  there  is  the  group  of  people  who  are  working  that  are  not 
insured,  and  I  really  believe  that  has  got  to  be  taken  care  of.  I  just 
find  it  sort  of  very  distasteful  that  somebody  is  running  a  business 
and  doesn't  provide  health  insurance  to  his  employees  and  expects 
the  rest  of  us  to  pick  up  the  tab,  either  by  increased  premiums  to 
the  private  sector  to  take  care  of  uncompensated  care,  or  somehow 
through  the  Federal  and  State  government  programs. 

And  then  there  is  the  third  group  of  people  who  are  in  poverty 
or  who  are  in  near  poverty,  those  people,  it  seems  to  me,  that  their 
premiums  need  to  be  picked  up  by  society,  and  we  call  that  the 
Government.  And  whether  that  is  done  at  the  Federal  or  State 
level,  I  do  not  have  a  big  feeling  about  that.  But  what  I  do  have  a 
feeling  about  is  that  the  eligibility  for  these  programs  ought  to  be 
standardized  across  the  country,  and  they  ought  to  be  standardized 
at  a  very  reasonable  level  that  everybody  understands. 

It  is  not  fair  to  have  broad  eligibility  in  California  and  most  of 
our  people  do  get  covered,  at  least  most  kids  get  covered,  whereas 
maybe  in  Mississippi  or  some  other  place  children  do  not  get  cov- 
ered. 

On  the  other  hand,  if  you  are  going  to  do  this,  you  have  got  to 
pay  the  people  that  are  taking  care  of  the  people  what  it  costs.  And 
we  can  get  into  all  of  that  and  I  know  that  people  say,  'Well,  the 
cost  of  health  care  as  a  percentage  of  the  gross  national  product  is 
too  high."  Well,  who  says  it  is  too  high?  I  mean  why  is  15  percent 
too  much?  And  what  is  right?  Maybe  it  should  only  be  1  percent? 
And  we  walk  around  with  a  bunch  of  unhealthy  people. 

I  think  the  people  in  this  country  are  getting  a  fair  shake.  We 
are  living  longer.  Those  of  us  who  have  access  are  living  longer. 
And  we  have  access  to  the  greatest  technical  explosion  in  modern 
health  care  you  have  ever  seen.  It  is  expensive.  But  is  it  wrong  to 
spend  that  kind  of  money  on  health  care?  I  do  not  know.  And  I  can 
tell  you  that  in  the  medical  profession,  and  even  at  our  own  lunch 
tables,  we  will  sit  around  and  say,  ''Gee,  the  premiums  are  too 
high."  But  as  an  individual,  when  we  go  through  the  operating 
room  and  look  up  at  the  doc  just  before  he  gives  us  the  anesthesia, 
and  say,  "Hey,  doc,  spare  no  expense  on  me." 

So  it  is  a  funny  kind  of  situation,  but  I  think  the  American 
public  is  getting  their  money's  worth.  Unfortunately,  a  larger  and 
larger  percentage  of  the  population  I  feel  is  not  having  access  to 
the  kinds  of  things  that  the  majority  of  the  people  have. 
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And  so  through  a  system  I  talked  about  that  I  think  might  be 
the  most  effective. 
Mrs.  Boxer.  Let  me  just  reiterate  it. 

You  think  for  the  people  who  have  a  system  working  for  them, 
keep  it  that  way. 
Dr.  NoRTHWAY.  Right. 

Mrs.  Boxer.  For  the  people  who  are  working  but  their  employer 
does  not  pay  any  health  insurance,  mandate  that. 
Dr.  NoRTHWAY.  Yes. 

Mrs.  Boxer.  And  for  the  people  who  are  impoverished,  the  Gov- 
ernment pay  premiums  so  they  can  participate  

Dr.  NoRTHWAY.  Right.  They  could  contract  with  Transamerica  or 
Aetna  or  whoever  else  it  is  and  these  people  then  go  on  to  the  rolls. 

Now,  that  is  pretty  simplified  because  the  Government  does  not 
want  to  pay  for  a  premium  for  somebody  who  one  month  is  on  the 
system  but  the  next  month  has  a  job. 

It  does  get  complicated,  but  I  think  that  if  we  looked  at  it  long 
and  hard  and  put  together  some  reasonable  things  that  would  not 
cheat  the  Government  and  get  the  system  done,  I  think  we  could 
do  it  in  this  manner. 

Mrs.  Boxer.  What  about  for  the  third  group  and  this  is  where — I 
have  been  in  this  for  a  long  time,  I  do  not  have  the  answers  either. 
I  just  know  what  my  questions  are. 

Dr.  NoRTHWAY.  Right. 

Mrs.  Boxer.  For  this  third  group,  you  are  talking  about  having 
the  Government  pay  premiums  to  the  private  sector  essentially. 
Dr.  NoRTHWAY.  Yes. 

Mrs.  Boxer.  And  then  in  a  sense  it  is  a  little  like  the  S&L.  We 
covered  all  those  S&L  depositors  and  we  saw  what  happened  when 
we  did  not  exercise  enough  oversight  and  suddenly  when  we 
looked,  it  was  too  late. 

What  I  am  getting  is  taxpayers  are  paying  for  this  group  of 
people.  What  is  wrong  with  the  old  idea  of  having  clinics  for  people 
that  are  well  run  and  done  well  and  eliminating  that  whole  step  of 
the  private  insurance  and  just  saying,  ''Here  is  your  card  and  when 
you  are  unemployed,  you  use  it.  And  you  can  go  to  these  clinics 
and  get  care."  That  is  going  back  to  a  two-tiered  system,  there  is  no 
question  in  my  mind. 

But  then,  again,  your  point  that  everyone  is  getting  great  health 
care,  I  am  not  so  sure.  A  lot  of  people  I  know  are  not  that  thrilled 
that  they  have  to  use  HMO's,  although  some  HMO's  are  terrific. 
Others  use  private  doctors,  maybe  like  it  better.  So  I  am  not  so 
sure  anymore  that  everybody  is  so  thrilled  with  the  level  of  health 
care. 

So  could  you  answer  that?  What  is  the  disadvantage  of  having  a 
system  where,  since  the  Government  is  paying  100  percent  of  this 
person's  premium,  that  we  could  in  fact  control  the  health  care 
that  the  person  would  get? 

Dr.  NoRTHWAY.  Well,  I  think — you  have  heard  to  a  certain 
extent  from  Mr.  Bleth,  is  when  you  have  two-tier  systems  and  you 
have  public  clinics  for  the  economically  underprivileged,  they  do 
reasonably  well  in  boom  years  and  in  not  so  boom  years,  they  close 
up. 

Mrs.  Boxer.  They  get  too  overloaded? 
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Dr.  NoRTHWAY.  Well,  yes,  the  Government — the  local  State  gov- 
ernments run  out  of  money  and  so  they  begin  to  close  their  clinics 
or  if  there  is  an  economic  downturn,  more  people  are  not  working, 
so  they  go  to  the  clinics.  They  cannot  hire  more  people  to  take  care 
of  them.  So  in  fact  it  comes  back  then  to  the  private  provider  to 
provide  the  health  care.  And  I  think  that  is  a  little  bit — well,  I 
think  we  are  running  out  of  that  opportunity.  You  can  see  it  in  our 
own  places.  We  have  kept  the  doors  open  for  everybody. 

Mrs.  Boxer.  Right. 

Dr.  NoRTHWAY.  And  slowly  but  surely,  it  is  becoming  almost  im- 
possible for  us  to  do  it.  And  I  am  not  sure  there  is  any  money 
saved  by  doing  this  kind  of  system,  because  actually  we  tax  the 
people  in  Fresno  County  three  ways  for  health.  One,  we  pay  taxes 
that  pay  for  the  Medi-Cal. 

Mrs.  Boxer.  Yes. 

Dr.  NoRTHWAY.  Two,  we  pay  our  own  premiums  which  do  not 
just  cover  us  but  they  cover  the  cost  shift  that  we  have  to  put  on 
for  the  people  who  do  not  pay  at  all. 

And  third,  we  go  out  and  ask  you  for  philanthropic  dollars.  It  is 
sort  of  a  hit-and-miss  kind  of  system.  And  it  seems  to  me  that  if  we 
think  health  care  is  a  right,  we  think  education  is  a  right,  and  we 
do  not  say  to  the  poor  people,  ''Go  to  this  school  because  this  is  the 
Government  school  and  everybody  else  gets  to  go  to  the  private 
school." 

Now,  some  people  do  get  to  go  to  private  schools,  and  maybe  you 
could  say  that  some  people  are  going  to  terrible  Government 
schools  because  they  live  in  a  ghetto,  but  at  least  in  the  broad 
sense  of  things,  the  Fresno  Unified  School  District  theoretically 
provides  the  same  kind  of  education  for  everybody  throughout. 

We  do  not  think  of  it  as  a  welfare  program.  We  think  of  health 
as  a  welfare  program.  If  you  are  poor,  you  are  on  welfare  and  that 
is  how  you  get  your  health.  It  should  be  put  in  the  same  context,  if 
you  will,  as  education.  We  think  education  is  a  right. 

Mrs.  Boxer.  Yes. 

Dr.  NoRTHWAY.  I  believe  and  I  think  many  of  the  people  in  this 
country  are  now  believing  that  health  is  a  right. 

All  this  money  we  are  spending  on  arms,  and  maybe  it  is  a  bad 
time  to  bring  it  up  

Mrs.  Boxer.  It  is  a  very  good  time.  It  is  what  I  have  dedicated 
my  career  to. 

Dr.  NoRTHWAY.  The  part  that  bothers  me  is  we  will  have  the  best 
defended  country  in  the  world.  Unfortunately  they  will  be  defend- 
ing illiterates  and  those  that  are  unhealthy. 

Mrs.  Boxer.  Yes. 

Dr.  NoRTHWAY.  Which  really  does  not  do  a  whole  heck  of  a  lot 
for  us. 

And  I  guess  the  other  issue,  and  I  think  that  John  Telles  touched 
on  it  a  little  bit.  I  would  approach  it  in  a  little  different  matter. 
And  I  would  maybe  approach  it  from  the  standpoint  of  the  person 
who  actually  has  the  Medicare  card.  Is  that  we  spend  an  enormous 
amount  of  time,  energy  and  money  on  the  1  or  2  percent  who 
cheat,  but  we  make  everybody  feel  like  they  cheat. 

Mrs.  Boxer.  Right. 
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Dr.  NoRTHWAY.  We  make  the  patient  feel  like  they  have  cheated, 
''Are  you  really  not  working?"  You  know,  "Did  you  really  tell  us 
all  the  money  you  have  made?"  ''Well,  no,  I  have  an  extra  $100." 
"Okay.  We  are  going  to  take  the  $100  away  from  you." 

We  spend  an  enormous  amount  of  time  on  that  and  then  we  let 
people  drop  through  the  cracks  and  keep  them  into  these  terrible 
situations  that  they  really  cannot  get  themselves  out  of. 

And  finally,  they  are  so  tired  of  it  that  they  wait  until  they  are 
dying  and  then  show  up. 

Mrs.  Boxer.  Right. 

Dr.  NoRTHWAY.  I  have  probably  given  you  more  problems  then 
you  can  solve.  My  life  has  been  changed  this  year  by  being  on  the 
National  Commission  and  I  really  am  dedicated  in  some  way  to 
working  with  as  many  people  as  I  can  in  Government  and  in  pri- 
vate sector  to  make  sure  that  our  system  works.  So  that  the  people 
in  this  country  really  do  have  access  to  the  thing  that  you  and  I 
take  for  granted. 

Mrs.  Boxer.  Right. 

Dr.  Nx)RTHWAY.  And  I  am  sorry  if  I  have  raised  more  questions 
than  I  answered  but  I  think  the  solutions  are  out  there  and  if  we 
take  the  time  to  do  it — we  have  put  people  on  the  moon.  We  have 
got  to  be  able  to  figure  out  a  way  to  take  care  of  the  children  that 
she  was  talking  about.  Babies  giving  birth  to  babies.  How  are  those 
families  ever  going  to  get  out  of  this  system? 

Mrs.  Boxer.  Right. 

Dr.  NoRTHWAY.  I  will  stop.  I  am  sorry. 

Mrs.  Boxer.  No;  I  thought  that  you  were  superb. 

Mr.  Vang,  after  this  measles  experience  which  was  so  terrible 
and  Fresno  bore  the  brunt  of,  what  was  it,  25  percent  of  the  deaths 
in  the  whole  State? 

Mr.  Vang.  Children's  deaths,  yes. 

Mrs.  Boxer.  Children's  deaths  from  this  measles  epidemic.  Do 
you  think  that  that  experience  was  a  learning  experience  for  the 
community?  I  do  not  know  much  about  it.  Do  you  think  that  things 
have  changed  in  the  community,  that  they  understand  more  now 
about  the  need  for  immunizations  and  so  on?  Can  you  build  on  this 
experience?  To  build  on  the  tragedy  to  make  something  positive 
come  out  of  it? 

Mr.  Vang.  Sure.  I  would  say  that  after  the  measles  crisis  in  all 
the  community  as  far  as  the  service  providers  are  aware,  we 
learned  a  good  experience.  Only  now  is  the  matter  of  health  educa- 
tion and  I  mentioned  earlier  that  Fresno  County  Health  Depart- 
ment does  approach  the  community  to  work  with  them  and  develop 
a  team  which  they  are  going  to  go  door  to  door  and  provide  the 
health  education  and  they  have  to  start  the  second  step,  provide 
immunization  services.  And  expand  the  immunization  clinics 
toward  impact  areas  so  the  community  knows  where  the  available 
clinics  that  it  can  have  access  to. 

So  I  think  it  is  a  learning  experience  for  all  of  us  here  in  the 
area,  in  the  community  as  well.  So  I  think  if  they  put  this  effort 
and  strategy  and  implement  it,  then  I  am  pretty  sure  we  will  be 
able  to  prevent  this  kind  of  measles  crisis  in  the  future. 

Mrs.  Boxer.  I  was  very  pleased  to  hear  your  ideas,  your  very  spe- 
cific ideas,  as  to  how  we  can  help  Fresno  County  deal  with  trying 
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to  give  health  care  to  people  from  another  culture  because  it  pre- 
sents an  entirely  different  set  of  problems  to  a  community.  Of 
course,  the  most  basic  is  to  have  bilingual  people.  I  mean  that  is 
absolutely  key.  And  I  think  what  we  need  to  do  in  our  health  care 
system,  and  we  do  not  think  about  it  that  much  back  in  Washing- 
ton really,  except  those  of  us  from  California  who  have  come  up 
against  this.  And  we  argue  for  it.  Is  that  we  need  to  build  that  into 
any  of  our  grants  and  our  programs  that  we  have  to  make  room  for 
those  dollars,  because  if  you  cannot  communicate,  you  are  just  at  a 
loss. 

So  I  want  to  thank  you  for  your  very  specific  ideas  and  assure 
you  that  they  have  been  heard. 

On  the  issue  of  teen  pregnancy,  it  is  something  that  I  am  almost 
obsessed  with  because  I  think,  as  the  doctor  pointed  out,  babies 
having  babies,  it  is  just  a  cycle  that  if  we  do  not  break,  we  can 
write  off  a  whole  segment  of  society. 

And  what  always  interests  me.  Today  I  am  being  picketed  out- 
side or  something  by  a  group  who  says  this  is  all  hypocritical  be- 
cause I  am  pro  choice.  The  thing  that  always  intrigues  me  is  that 
many  of  my  friends  who  do  picket  me  from  place  to  place  and  time 
to  time — many  of  them  are  not  for  family  planning. 

The  President  of  the  United  States,  who  wants  to  outlaw  abor- 
tion, has  fought  us  on  trying  to  get  family  planning  out  not  only  in 
this  country  by  threatening  organizations  who  do  family  planning, 
that  they  are  going  to  lose  every  dollar  even  though  they  do  not 
use  Federal  dollars  for  abortion,  they  are  going  to  lose  it  anyway 
because  they  don't  tell  women  that  this  is  an  option. 

So  what  we  have  is  a  confluence  of  a  crisis  in  the  making  and  I 
think  we  have  reached  the  crisis  where  we  have  a  period  of  time 
where  there  is  no  movement  for  family  planning  and  those  who  do 
it,  do  it  at  their  own  risk  of  being  picketed  or  whatever — at  a  time 
when  choice  is  being  squeezed  and  this  runaway  birth  rate. 

So  what  I  want  to  know  from  you  is,  do  you  have  programs  in 
the  school  district  for  family  planning?  Are  they  supported?  Are 
they  controversial?  Can  you  give  me  a  sense  of  how  effective  they 
are?  They  cannot  be  too  effective  in  the  sense  that  the  numbers 
look  like  they  are  growing.  Of  course,  you  may  have  a  certain  pop- 
ulation growing  at  the  same  time.  So  if  you  could  fill  me  in  on 
that. 

Ms.  Phillips.  We  have  a  couple  of  programs.  I  think  the  issue  of 
teen  pregnancy  is  so  wide,  involving  poverty,  self-esteem,  all  those 
issues.  We  have  some  good  programs,  "Here's  Looking  at  You, 
2000"  which  includes  assertiveness  training,  decisionmaking  skills, 
those  kinds  of  things.  We  have  a  limited  family  life  education  pro- 
gram for  fifth  grade  students.  We  have  a  program  at  our  senior 
high  school  level  for  12th  graders.  Social  and  Family  Living,  that 
covers  some  of  these  things.  But  there  are  not  enough  programs  ad- 
dressing the  prevention  for  pregnancy  that  we  need  to  have. 

When  even  briefly  in  this  community  the  issue  of  school-base 
clinics  or  prevention  of  pregnancy  programs  comes  up,  we  are  bom- 
barded with  the  same  type  of  thing  that  you  have  seen  as  far  as 
picketing,  et  cetera. 

In  the  school  district,  school  nurses  who  probably  would  be  the 
most  qualified  to  provide  health  education  in  the  school,  their  fund- 
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ing  is  limited  as  it  comes  from  the  same  fund  as  teachers.  Teachers 
have  difficulty  providing  the  health  education  that  they  need  to  do. 
They  need  to  teach  reading,  writing  and  arithmetic  and  all  those 
kinds  of  things.  They  do  not  have  the  time,  the  background,  the 
knowledge  to  do  health  education.  The  school  districts  do  not  fund 
school  nurses  because  they  need  the  money  for  teachers.^ 
Mrs.  Boxer.  Right. 

Ms.  Phillips.  If  there  is  any  support  that  I  can  give,  and,  of 
course,  you  know  I  represent  school  nurses,  is  that  if  we  had  public 
health  nurses,  which  is  what  school  nurses  are,  in  the  schools  to  do 
some  of  the  health  education,  I  think  in  those  communities  where 
they  have  better  staffs,  you  would  see  a  better  prevention  ratio. 

And  the  same  thing  Mr.  Vang  mentioned  about  the  measles  epi- 
demic and  working  with  our  Southeast  Asian  families.  If  we  can 
teach  and  do  health  education  with  our  Southeast  Asian  kids,  they 
can  go  home  and  carry  that  information  to  their  households.  With 
any  kind  of  health  problems,  there  is  a  lot  that  we  can  do  in  the 
way  of  prevention  if  we  had  more  health  education.  It  is  not  being 
done. 

Mrs.  Boxer.  Well,  the  thing  is,  the  school  is  a  focal  point. 
Ms.  Phillips.  Right. 

Mrs.  Boxer.  And  I  remember  the  arguments  all  through  when 
my  kids  were  in  public  school.  Now  they  are  in  their  twenties.  But 
the  argument  was,  "Well,  school  just  can't  do  everything.  We  can 
only  do  this,  this,  this." 

Ms.  Phillips.  But  they  are  the  community. 

Mrs.  Boxer.  But  the  point  is,  this  may  be  an  opportunity  to 
break  through  some  of  the  problems.  They  are  there.  You  can 
reach  them.  And  it  seems  to  me  tragic  that  we  do  not  take  advan- 
tage of  it.  Now,  we  cannot  put  that  burden  on  the  school.  But  it 
seems  to  me  the  perfect  opportunity  to  have  a  very  good  public 
health  program  which  would  include  family  planning. 

And  the  risks  of  contracting  AIDS.  It  is  hard  to  believe  that 
people  would  oppose  such  a  thing.  People  are  dying. 

Ms.  Phillips.  We  are  not  doing  an  effective  job  of  AIDS  educa- 
tion either. 

Mrs.  Boxer.  And  it  is  all  part  and  parcel  of  the  same  thing, 
whether  it  is  drug  education,  AIDS  education — I  mean  it  is  all 
health  for  our  young  people,  preventing  pregnancy. 

There  is  a  program  in  Chicago  that  apparently  has  made  tremen- 
dous inroads,  where  there  is  a  lot  of  family  planning.  There  is  also 
help  if  a  young  woman  does  become  pregnant  and  has  a  child  with 
care  at  the  schools  and  other  things  to  help  that  young  woman  be 
able  to  break  through. 

I  want  to  thank  all  of  you  because,  as  I  told  the  television  people, 
what  you  are  doing  for  me  is  you  are  giving  a  face  to  a  lot  of  prob- 
lems that  you  read  about  nationally.  You  have  got  them  here  in 
amazing  numbers.  When  you  tell  me  that  50  percent  of  the  kids 
are  going  to  be  on  Medicare  at  the  rates  it  is  going,  that  is  extraor- 
dinary. That  means  half  the  children  in  Fresno  are  living  in  pover- 
ty or  would  be  living  in  poverty. 

Dr.  Northway.  Right. 

Ms.  Phillips.  Right. 
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Mrs.  Boxer.  Nationally  25  percent  of  the  children  are  living  in 
poverty.  So  to  me  it  is  an  eye  opener.  And,  yes,  we  can  get  our 
arms  around  it  now.  But  we  have  to  make  the  choices,  those 
choices  and  those  priorities.  And  one  of  the  things  that  I  was 
saying  to  one  of  the  reporters  is  that  with  the  Middle  East  crisis 
here,  the  peace  dividend  concept  is  being  taken  away  by  the  Presi- 
dent at  this  stage  when  he  says  he  wants  to  continue  to  build  the 
stealth  bomber  and  he  wants  to  continue  to  develop  the  Midget 
Man  missile  and  he  wants  to  continue  with  Star  Wars. 

Now,  these  are  weapons  meant  for  the  Cold  War,  for  the  Soviet 
Union.  And  that  war  is  over.  And  so  to  say  that  we  need  to  contin- 
ue to  spend  these  billions  of  dollars  that  we  so  desperately  need 
here  in  Fresno,  just  a  tiny  part  of  a  Stealth  bomber  would  do  it, 
you  know,  is  ridiculous.  And  that  is  why  these  hearings  are  so  im- 
portant. When  I  set  them  up,  I  had  no  idea  that  we  would  be  in 
this  crisis  situation  which  we  all  pray  will  go  well  and  we  will  have 
a  diplomatic  way  out. 

But  I  think  it  is  very  important  for  those  of  us  who  care  about 
these  issues  to  make  the  connection.  And  when  you  said,  "I  hope  I 
am  not  speaking  out  of  turn,"  whenever  I  speak  to  doctors,  to  hos- 
pitals, to  people  in  health,  I  always  talk  about  the  connection.  Be- 
cause as  you  point  out,  yes,  we  are  spending  11  or  12  percent  of  the 
GNP,  and  the  reason  we  are  having  trouble  spending  more,  and  a 
lot  of  us  feel  we  should,  is  because  we  are  spending  it  somewhere 
else  and  it  is  called,  "I  am  preparing  for  nuclear  war."  So  there  is 
a  definite  connection. 

And  so  this  hearing  comes  at  a  very  important  time  for  me  be- 
cause your  comment  that,  you  know,  we  can  win  any  war,  but  if  we 
are  protecting  people  who  are  too  sick  to  even  enjoy  what  we  are 
defending  for  them,  we  have  not  really  done  much  for  society,  so  I 
could  not  thank  you  more.  I  mean  you  all  have  been  superb  and 
have  really  helped  me.  I  am  very  excited  with  this  testimony  and 
will  bring  it  back  to  my  colleagues.  Thank  you  very,  very  much. 

Dr.  NoRTHWAY.  Thank  you  for  coming  to  Fresno.  We  feel  encour- 
aged that  someone  like  you  is  sitting  in  Congress. 

Mrs.  Boxer.  Thank  you.  Thank  you  very  much. 

We  would  call  forward  our  third  panel,  Bruce  Satzger,  adminis- 
trator and  chief  executive  officer  of  the  Valley  Medicare  Center  at 
Fresno;  Jack  Waller,  chief  executive  officer,  Selma  District  Hospi- 
tal; Karen  Short,  registered  nurse,  intensive  care  nurse.  Valley 
Medi-Cal  Center  and  president  of  the  Fresno  Local  of  the  California 
Nurses  Association;  and  Carol  Davis,  board  of  trustees,  and  chair- 
man of  the  Legislative  Committee,  John  Fremont  Hospital. 

Just  wait  one  second.  I  have  to  do  one  quick  little  bit  of  business. 

I  want  to  welcome  you.  You  are  our  wrap-up  panel.  And  why  do 
we  not  start  right  in  with  Mr.  Satzger. 

STATEMENT  OF  BRUCE  G.  SATZGER,  ADMINISTRATOR,  CHIEF 
EXECUTIVE  OFFICER,  VALLEY  MEDICAL  CENTER  OF  FRESNO 

Mr.  Satzger.  Good  morning,  Congresswoman  Boxer,  and  wel- 
come to  Fresno. 

My  name  is  Bruce  Satzger  and  I  am  the  administrator  of  Valley 
Medi-Cal  Center  of  Fresno.  It  certainly  is  a  privilege  for  me  to  be 
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with  you  today  and  to  speak  on  this  subject,  Healthcare  Crisis: 
Problems  of  Cost  and  Access. 

May  I  begin  by  describing  Valley  Medi-Cal  Center  of  Fresno  and 
its  role  in  health  care  access  and  delivery  for  the  citizens  of  not 
only  Fresno  County  but  really,  in  many  ways,  the  citizens  of  the 
entire  central  valley  of  the  State  of  California. 

Valley  Medi-Cal  Center  is  a  county  owned  and  operated  institu- 
tion. It  is  the  primary  health  care  provider  for  the  indigents  of 
Fresno  County.  It  provides  both  primary  care  services  as  well  as 
specialty  and  subspecialty  services  for  the  citizens  of  our  valley. 

It  is  also  the  level  one  trauma  center  and,  in  fact,  is  the  only 
level  one  trauma  center  between  I  believe  Bakersfield  and  Stock- 
ton. In  this  role,  it  is  a  resource  for  all  the  citizens  of  the  central 
valley,  not  just  the  indigent  population. 

Additionally,  it  is  the  burn  center  for  the  central  valley,  again, 
providing  a  resource  for  all  of  the  citizens  of  this  part  of  the  State. 

As  you  are  aware,  these  two  services,  trauma  and  burn,  are  very 
high  cost,  requiring  intensive  levels  of  care  services.  They  require 
highly  trained  physicians,  nurses,  technicians,  technologists,  as 
well  as  the  appropriate  equipment.  These  high-cost  services  are  not 
being  reimbursed  appropriately  and  as  a  result  we  have  seen  a  par- 
ticularly acute  crisis  during  the  last  12  to  18  months  in  the  south- 
ern part  of  our  State,  in  the  Los  Angeles  area.  They  at  one  point  in 
time  had  approximately  one-half  of  their  trauma  centers  closed. 

If  we  were  in  that  situation  and  being  the  only  one  available  in 
the  central  part  of  the  State,  one  can  see  the  potential  havoc  this 
would  create.  And  this  is  not  only  in  the  access  for  emergency  care, 
but  also  in  our  particular  community  of  Fresno,  we  get  into  situa- 
tions where  we  have  no  intensive  care  beds  available  at  certain 
times  of  the  year. 

Valley  Medi-Cal  Center  is  also  a  teaching  institution  affiliated 
with  the  University  of  California,  San  Francisco  Medi-Cal  School. 
We  have  approximately  150  residents  in  10  different  programs. 
These  programs  are  primarily  based  at  Valley  Medical  Center. 
There  are  many  benefits  to  this  area  as  a  result  of  the  teaching 
program.  One  of  the  major  benefits  is  that  the  program  is,  in  es- 
sence, a  feeder  of  physicians  to  the  central  part  of  this  State.  Ap- 
proximately one-half  of  our  residents  stay  in  the  valley  area  to 
practice  medicine. 

Also  another  significant  benefit  is  that  the  residents  provide  sub- 
stantial care  to  our  patients.  From  an  economic  perspective,  the 
cost  of  a  resident  who,  as  we  know,  is  a  graduate  physician,  is 
much  less  than  having  to  hire  separate  licensed  physicians  or  even 
other  health  care  practitioners. 

Following  my  discussion  of  the  role  of  Valley  Medical  Center 
leads  me  into  what  I  will  call  the  necessity  of  developing  a  health 
care  policy.  And,  of  course,  this  has  been  addressed  by  previous 
speakers. 

As  you  well  know,  we  do  not  have  a  national  or  even  a  statewide 
health  care  policy.  And  as  has  been  discussed,  is  health  care  a 
right  or  is  it  a  privilege?  I  believe  and  it  has  been  supported  today 
that  everyone  feels  that  it  is  a  right.  If  that  is  the  case,  in  my  opin- 
ion, we  are  moving  more  and  more  away  from  it  being  a  right  to  it 
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being  a  privilege.  And  if  it  is  to  be  a  privilege,  then  many  individ- 
uals will  not  have  access  to  health  care. 

As  to  the  cost  of  health  care,  as  was  discussed  previously,  what  is 
an  appropriate  and  an  acceptable  cost  level?  As  we  discussed,  is  12 
percent  GNP  too  high?  Right?  Too  low?  Demand  has  increased  dra- 
matically over  the  years,  both  on  an  inpatient  and  an  outpatient 
basis.  The  technological  development  in  the  health  care  arena  is  as- 
tounding. There  have  been  significant  procedures  and  equipment 
that  have  been  brought  to  the  health  care  scene  that  have  had  a 
significant  impact  in  the  diagnostic  and  treatment  of  many  health 
problems.  This  equipment  is  very  costly.  But  it  has  certainly  had  a 
marked  impact  on  the  improvement  in  health  care. 

In  our  particular  example,  being  a  county  facility,  we  have  not 
been  able  to  take  advantage  of  some  of  this  technological  develop- 
ment as  has  our  peers  in  the  private  sector.  For  example,  we  are 
just  about  to  begin  to  have  MRI  capabilities  at  our  institution,  a 
tertiary  care  institution  in  the  valley.  This  has  been  available  for  a 
couple  of  years  or  more  and  now  we  are  first  going  to  have  the  op- 
portunity to  have  this  service  available  for  our  patients. 

To  support  this  equipment  and  other  procedural  developments, 
there  is  a  need  to  have  a  highly  trained  group  of  allied  health  pro- 
fessionals. This  not  only  includes  nurses,  but  also  laboratory  tech- 
nicians, pharmacists,  respiratory  therapists,  nuclear  medicine  tech- 
nologists, et  cetera.  These  individuals  are  highly  trained  and,  as  a 
result  of  that  training,  are  highly  compensated. 

Additionally,  the  demand  for  these  people  is  far  exceeding  the 
supply,  which  has  had  an  adverse  impact  on  the  salary  costs  for 
hospitals.  At  Valley  Medical  Center,  for  example,  we  currently 
have  vacancies.  We  need  six  pharmacists  out  of  an  assigned  quota 
of  20.  We  need  10  laboratory  technicians  out  of  an  assigned  quota 
of  47. 

Hospitals  are  much  more  conscious  and  aware  of  the  appropriate 
utilization  of  their  resources  and  services.  The  quality  assurance 
and  utilization  review  functions  have  improved  dramatically  and  I 
feel  they  have  had  a  positive  effect  on  efficiencies  in  health  care 
delivery. 

For  our  institution,  two  of  the  key  reimbursement  areas  in  the 
Medicare  program  are  the  capital  passthrough  issue  and  the  educa- 
tional reimbursement  issue.  We  are  an  aging  facility,  both  as  to 
structure  and  equipment.  We  definitely  need  access  to  capital  as 
well  as  the  assured  reimbursement.  If  capital  is  added  to  the  DRG 
formula,  it  will  have  a  negative  impact  on  an  institution  such  as 
ours. 

Since  we  need  such  a  heavy  investment  in  capital  to  improve  our 
facility  and  improve  the  equipment  that  we  so  desperately  need,  we 
need  to  maximize  our  cash  flow,  which  I  do  not  think  will  happen 
if  we  go  forward  with  putting  the  capital  as  part  of  the  DRG  for- 
mula versus  having  passthrough. 

Also,  if  the  reimbursement  for  both  direct  and  indirect  medical 
education  continues  to  be  decreased  as  it  has  been,  we  will  see  a 
risk  to  the  actual  viability  of  our  teaching  program.  The  total  cost 
of  education  at  our  institution,  both  as  to  faculty  and  residents,  is  a 
little  over  $10  million  a  year. 
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The  Medicaid  program,  which,  as  you  know,  is  called  Medi-Cal  in 
California,  is  woefully  underfunded,  particularly  for  outpatient 
services. 

In  our  area,  and  this  has  been  discussed,  we  are  starting  to  see 
where  it  is  very  difficult  for  a  Medi-Cal  patient  to  be  seen,  particu- 
larly by  a  specialist  or  subspecialist  outside  of  our  institution.  The 
physicians  no  longer  want  to  see  these  patients  because  of  the  re- 
imbursement situation.  Again,  this  has  been  discussed. 

Also,  more  and  more  physicians  are  not  wanting  to  be  on  emer- 
gency call  panels  in  the  emergency  rooms  of  many  of  our  hospitals. 
The  Federal  role  in  the  Medicaid  program  certainly  needs  to  be  re- 
viewed. In  our  particular  situation,  again,  on  an  outpatient  basis, 
we  have  about  133,000  visits  a  year  in  alDout  65  different  clinics. 
And  we  have  in  addition  to  that  about  60,000  visits  through  the 
emergency  room. 

If  you  add  those  two  together,  we  are  approaching  200,000  visits. 
Although  some  of  these  are  repeat  visits,  that  is  almost  one-third 
the  population  of  Fresno  County. 

Another  area  that  severely  impacts  us,  and,  again,  this  has  been 
discussed  previously,  are  the  programs  dealing  with  reimbursement 
for  the  aliens  and  immigrants. 

As  Mr.  Bleth  has  stated,  the  State  Legalization  Immigration  and 
Assistance  Grant  Program,  or  SLIAG,  is  no  longer  going  to  receive 
Federal  support,  I  believe,  in  1992.  This  will  have  an  acute  impact 
on  our  area. 

Fresno  and  the  central  valley  have  a  high  percentage  of  Hispanic 
and  Southeast  Asian  residents.  Many  of  these  individuals  have 
come  to  this  country  as  a  result  of  the  various  Federal  policies  and 
initiatives.  It  is  wonderful  that  we  have  opened  our  doors  to  these 
people,  but  the  service  and  health  needs  are  enormous.  These  needs 
are  putting  an  economic  burden  on  the  local  communities  which 
are  having  a  negative  impact  on  the  economic  well-being  of  local 
governmental  agencies.  Federal  help  is  definitely  needed  in  order 
to  overcome  a  deteriorating  local  situation. 

In  conclusion,  I  certain  feel  from  my  perspective  that  as  a  county 
hospital  administrator  that  we  are  in  a  severe  health  care  crisis 
and  it  is  not  improving  but  only  getting  worse  and  worse. 

Something  will  have  to  be  done  but  thus  far  v/e  do  not  appear  to 
have  the  interest  or  leadership  to  solve  this  situation,  both  at  the 
Federal  level  and  particularly  at  the  State  level.  The  last  State 
budget,  for  example,  was  a  tragedy,  and  I  cannot  emphasize  it 
enough,  a  tragedy  for  health  care  for  the  poor  of  our  State. 

We  are  more  than  happy  to  cooperate  in  the  development  of  a 
solution  but  we  need  the  interest  and  leadership  of  individuals 
such  as  yourself. 

Again,  thank  you  for  allowing  me  this  opportunity  to  speak  with 
you  today. 

[The  prepared  statement  of  Mr.  Satzger  may  be  found  at  end  of 
hearing.] 

Mrs.  Boxer.  Thank  you  very  much,  Mr.  Satzger.  Mr.  Waller. 
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STATEMENT  OF  JACK  K.  WALLER,  CHIEF  EXECUTIVE  OFFICER, 
SELMA  DISTRICT  HOSPITAL 

Mr.  Waller.  Congresswoman  Boxer,  welcome  to  Fresno  County 
and  good  morning. 

Mrs.  Boxer.  Thank  you.   

Mr.  Waller.  I  am  Jack  K.  Waller,  chief  executive  officer  of 
Selma  District  Hospital,  a  public  entity,  a  65-beds  acut  care  hospi- 
tal, located  in  the  southern  portion  of  Fresno  County. 

My  statement  this  morning  will  cover  the  following  three  points. 
Some  discussion  about  Federal  funding  for  health  care  services.  No. 
2,  the  overall  cost  of  health  care.  And,  last  and  most  importantly 
from  my  perspective,  access  to  health  care  in  the  rural  setting. 

On  the  first  point,  as  a  practicing  rural  hospital  administrator,  I 
am  totally  dismayed  at  the  Medicare  funding  cuts  over  the  past  5 
years.  The  DRG  payment  system  under  PPS,  Prospective  Payment 
System,  is  a  completely  inequitable  situation  for  hospitals  under 
100  beds.  The  bureaucratic  paperwork  is  unreasonable  and  the  uti- 
lization review  process  costs  our  hospitals  even  more  money.  Also 
the  risk  to  small  hospitals  is  greater  since  their  urban/ rural  differ- 
ential is  significant,  somewhat  on  the  order  of  14  to  17  percent. 

Small  hospitals  are  not  fairly  treated  under  the  current  Medi- 
care PPS  system.  Specifically,  the  proposals  for  add-on  capital 
equipment,  which  my  colleague  Bruce  Satzger  just  referred  to,  the 
DRG  rate  will  be  a  total  disaster  particularly  for  the  small  hospi- 
tals in  the  State  of  California. 

Most  rural  hospitals  were  built  in  the  1950's  with  Federal  Hill- 
Burton  funding,  which  was  a  Federal  program.  These  facilities  are 
now  due  to  be  replaced  and  the  add  on  to  DRG's  will  not  be  ade- 
quate to  accomplish  that  replacement. 

On  the  second  point  of  the  cost  of  health  care,  I  believe  that  ulti- 
mately we  will  see  15  percent  of  GNP  spent  on  health  care.  This 
would  be  an  increase  over  the  current  rate  of  approximately  11 
percent.  Quality  health  care  is  manpower  and  technology  based. 
Therefore,  as  new  equipment  and  new  technicians  are  introduced, 
the  cost  goes  up.  However,  patients  benefit  from  the  improved  qual- 
ity of  life  with  examples  that  I  would  give,  total  hip  replacement 
surgery,  cataract  eye  surgery,  and  MRI  imaging  of  arthritic  joints. 
Each  of  the  items  I  have  just  mentioned  are  in  fact  offered  at  my 
65-bed  acute  care  facility. 

Senior  citizens  are  able  to  use  my  hospital  since  it  is  close  to 
their  homes  in  the  southern  portion  of  Fresno  County.  No  public 
transportation  exists  in  this  area  and  some  seniors  do  not  drive 
automobiles  at  the  advanced  ages  of  seventies  and  eighties.  We 
cannot  turn  away  from  the  needs  of  these  older  Americans. 

On  the  last  point  of  access  to  rural  health  care,  I  am  convinced 
that  rural  services  are  absolutely  mandatory.  Our  Federal  health 
care  system  has  been  supported  over  the  years  by  rural  workers' 
contributions  to  Social  Security.  These  payers  should  be  able  to  re- 
ceive benefits  in  their  small  towns  and  local  areas.  I  guess  my 
point  would  be  that  this  country  was  built  on  the  farms,  small 
shopkeepers,  and  small  business  enterprise.  We  cannot  abandon 
our  senior  citizens  at  their  time  of  health  care  need. 
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To  expand  on  this  point,  let  us  keep  in  mind  that  rural  America 
has  been  hit  hard  by  service  reductions  from  the  State,  and  to  add 
Federal  cuts  would  be  overwhelming. 

I  would  point  to  some  additional  statistical  information  about 
rural  health  care  in  California.  We  do  have  83  rural  hospitals;  49  of 
those  rural  hospitals  are  in  fact  designated  as  Medicare  providers, 
27  are  sole  community  providers — 1.3  million  residents  in  Califor- 
nia reside  in  rural  counties.  And  we  would  identify  that  25  of  the 
rural  hospitals  do  have,  as  well  as  acute  care,  distinct  part-skilled 
nursing  and  14  of  the  rural  hospitals  have  swing-bed  programs. 

During  1989,  the  small  rural  hospitals  discharged  more  than 
1,119  patients.  This  was  more  than  the  total  discharges  from  all 
other  hospitals  in  each  of  eight  other  States  in  the  United  States. 
Only  19  of  California's  83  rural  hospitals  are  located  in  communi- 
ties with  more  than  10,000  residents.  Rural  hospitals  make  services 
available  and  access  to  small  populations.  California's  rural  coun- 
ties have  a  total  population  of  1.3  million  residents  projected  for 
1990.  Larger  than  the  total  population  predicted  for  1*990  in  each  of 
12  other  States  in  our  Nation.  Due  to  problems  of  weather  with  re- 
spect to  fog,  snow,  mountains  and  flooding,  85  percent  of  rural  hos- 
pitals in  California  reported  that  sometime  during  the  year  the  trip 
to  the  next  closest  hospital  can  be  over  2  hours. 

Although  California  is  one  of  the  Nation's  largest  rural  States, 
its  rural  health  care  problems  are  sometimes  overlooked  because 
California  is  one  of  the  largest  urban  States  as  well;  85  percent  of 
California  roads  are  urban;  15  percent  are  rural. 

What  I  would  like  to  do  at  this  point  would  be  to  just  in  summa- 
ry suggest  that  we  do  need  Medicare  reform.  I  think  this  Task 
Force  and  your  help  can  be  instrumental  in  that  effort. 

And,  Congresswoman  Boxer,  I  appreciate  this  opportunity  to  give 
testimony  and  would  entertain  your  questions  at  the  conclusion. 
Thank  you. 

[The  prepared  statement  of  Mr.  Waller  may  be  found  at  end  of 
hearing.] 

Mrs.  Boxer.  Thank  you  so  much.  Ms.  Short,  we  welcome  you  and 
ask  you  for  your  testimony. 

STATEMENT  OF  KAREN  SHORT,  R.N.,  INTENSIVE  CARE  NURSE, 
VALLEY  MEDICAL  CENTER,  PRESIDENT,  FRESNO  LOCAL,  CALI- 
FORNIA 

Ms.  Short.  Thank  you. 

My  name  is  Karen  Short.  I  am  a  registered  nurse  at  Valley  Med- 
ical Center  with  5  years'  experience  in  the  intensive  care  units. 

You  have  invited  me  here  this  morning  to  present  the  nursing 
perspective  on  the  present  and  future  state  of  access  to  health  care 
in  California  and  I  appreciate  that.  As  one  of  my  main  functions  as 
a  registered  nurse  is  to  advocate  for  a  patient's  right  to  quality 
health  care  for  all  patients  who  need  it. 

When  budget  are  cut  our  funds  are  cut.  One  of  the  first  areas  to 
go  is  staffing.  And  when  ancillary  departments  cut  personnel, 
nurses  find  themselves  drawing  blood,  making  ventilator  changes, 
running  for  supplies,  cleaning  floors  and  bedside,  and  a  host  of 
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small  time-consuming  tasks  which  take  the  nurse  away  from  the 
bedside. 

Studies  indicate  that  fully  40  percent  of  the  registered  nurse's 
time  is  spent  in  this  type  of  activity.  Registered  nurses  can  do  these 
tasks  and  they  do,  in  addition  to  the  work  that  only  the  nurse  can 
do.  In  the  future,  if  nurses  are  required  to  pick  up  more  of  the 
work  of  other  departments  due  to  cuts  in  their  personnel,  we  will 
become  more  and  more  task  oriented,  and  this  was  only  be  exacer- 
bated by  cutting  nurses  members  as  well. 

What  will  be  gone  is  the  process  of  nursing.  There  will  be  no 
time  to  talk  with  patients,  to  find  out  if  they  eat  correctly,  to  find 
out  if  they  know  how  to  take  their  pills,  which  ones  to  take  for 
what,  how  often  to  take  them.  There  will  be  no  time  to  allay  their 
fears  for  their  future  health.  To  teach  them  how  to  cope  with  the 
limitations  imposed  upon  them  by  age,  injury  or  infirmity.  There 
will  be  no  time  to  give  them  the  knowledge  necessary  to  prevent 
repeated  returns  to  the  acute  care  setting.  And  there  will  be  no 
time  to  look  for  subtle  changes  in  the  patient  which  can  only  be 
found  by  spending  time  with  the  patient.  And  no  time  to  help  the 
families  and  patients  cope  with  the  crisis  they  are  in. 

You  cannot  sit  down  with  the  patient  and  say,  '1  have  5  minutes 
to  build  rapport  with  you,  identify  your  problem  and  solve  it  for 
you."  It  just  does  not  work  that  way.  And  time  is  money. 

Health  care  systems  are  failing  nationwide  because  our  society 
has  failed  to  make  access  to  health  care  a  priority.  We  think  it  is 
only  the  poor  who  will  be  affected  by  cutting  funds,  and  this  is  not 
true. 

Valley  Medical  Center  is  the  trauma  center  for  the  San  Joaquin 
Valley  and,  as  such,  we  treat  anyone  and  everyone  who  enters  our 
doors.  In  the  past,  this  has  included  judges,  physicians,  Ph.D's  in 
physics,  vice  presidents  of  Fortune  500  companies,  children  burned 
playing  with  matches  or  hit  while  riding  their  bikes  to  school.  Fire- 
fighters, law  enforcement  personnel  and  paramedics  hurt  in  the 
line  of  duty.  And  anyone  foolish  enough  to  grow  old  without  pri- 
vate insurance.  It  could  include  your  children,  your  parents,  you, 
me,  or  anyone  driving  a  car.  Anyone  driving  a  car  on  the  city 
streets  of  Fresno  on  Freeways  41  or  99  all  the  way  over  to  Inter- 
state 5  or  just  pulling  out  of  their  driveway  will  be  brought  to 
Valley  Medical  Center  Trauma  Center  if  they  are  seriously  injured. 
And  I  think  we  should  all  think  about  that  the  next  time  we  get 
into  our  cars. 

Public  hospitals,  such  as  Valley  Medical  Center,  are  for  the 
public  and  we  are  the  public.  We  could  very  well  end  up  in  the  fa- 
cility that  we  consider  only  for  the  poor.  And  if  you  still  believe 
that  your  loved  ones  will  not  need  the  services  of  Medical  Center,  I 
sincerely  hope  that  you  are  right.  But  if  you  ever  do  need  us,  we 
need  to  be  there  to  meet  your  needs.  Not  just  the  tasks,  but  the 
process  of  returning  people  to  society  with  the  tools  and  the  knowl- 
edge they  need  to  go  on  with  their  lives.  You  do  not  get  that  from  a 
building.  You  get  it  from  the  people  who  take  care  of  you  24  hours 
a  day,  365  days  a  year.  People  who  are  there  for  you  and  for  thou- 
sands like  you  year  after  year  after  year. 

It  is  imperative  that  each  of  us  as  individual  citizens  as  well  as 
in  our  own  positions  of  relative  responsibility  and  through  our  elec- 
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live  representatives  let  it  be  known  that  access  to  health  care  is  a 
priority  item  and  needs  to  be  funded  as  such,  as  a  priority,  at  the 
Federal  level.  Thank  you. 

Mrs.  Boxer.  Thank  you  so  much  for  your  excellent  perspective. 

And  for  our  final  witness  I  would  call  Carol  Davis,  Board  of 
Trustees,  John  Fremont  Hospital. 

STATEMENT  OF  CAROL  DAVIS,  DIRECTOR/TRUSTEE,  JOHN  C. 
FREMONT  HOSPITAL 

Ms.  Davis.  Thank  you,  Congresswoman  Boxer. 

Mrs.  Boxer.  By  the  way,  before  you  begin,  I  wanted  to  tell  the 
rest  of  you  because  you  are  my  wrapup  panel,  I  am  going  to  throw 
a  question  at  you  and  I  want  to  tell  you  now  so  you  can  think 
about  it. 

You  have  sat  here  through  most  ever5d:hing.  You  have  heard 
what  I  have  heard.  You  know  I  am  going  back  to  Washington  and  I 
am  going  to  have  to  fight  for  this  health  care  because  we  are  going 
into  the  automatic  budget  cuts  of  Gramm-Rudman  if  we  do  not 
come  up  with  an  alternative. 

Give  me  a  few  sentences  that  I  should  take  back  from  Fresno  to 
bolster  my  case,  two  or  three.  We  will  continue,  Ms.  Davis.  Go 
ahead. 

Ms.  Davis.  Congresswoman  Boxer,  and  ladies  and  gentlemen.  My 
name  is  Carol  Davis  and  I  am  an  elected  director/ trustee  of  John 
C.  Fremont  Hospital  District  in  Mariposa  County.  Fremont  Hospi- 
tal is  the  only  hospital  in  our  rural  mountain  county. 

Today  I  will  address  three  problem  areas,  nursing,  physicians 
and  building  structure.  Nursing  in  a  rural  hospital  demands  multi- 
ple expert  skills  and  diverse  knowledge  of  each  nurse.  Many  people 
believe  that  because  a  rural  hospital  is  small  in  size  and  because  it 
does  not  contain  many  specialty  departments  the  knowledge 
needed  and  the  skills  required  of  nurses  are  less  than  in  larger  hos- 
pitals with  highly  specialized  departments. 

The  opposite  is  true.  At  Fremont  Hospital  the  registered  nurse 
who  cares  for  patients  is  proficient  in  acute,  med-surg,  pediatrics 
and  obstetrics.  She  also  has  responsibility  for  directing  by  radio  the 
activities  of  the  ambulance  personnel  in  the  field.  A  mobile  inten- 
sive care  nurse,  an  MICN,  a  certification  is  required  for  this.  The 
hospital  receives  no  compensation  for  this  service.  The  ambulance 
patients  may  be  admitted  to  Fremont  Hospital,  but  more  frequent- 
ly they  are  sent  on  by  ambulance  or  by  helicopter  to  a  larger  hospi- 
tal that  has  sophisticated  and  revenue-generating  equipment. 

The  RN  must  be  skilled  in  emergency  room  care  and  have  the 
knowledge  to  oversee  geriatric  patient  needs.  The  nurse  that  pos- 
sesses all  of  these  requirements  certainly  is  entitled  to  compensa- 
tion equal  to  that  paid  to  nurses  in  larger  hospitals.  Yet  rural  hos- 
pitals receive  as  much  as  30  percent  less  compensation  from  Medi- 
care for  the  same  services  rendered  in  urban  hospitals.  Thus,  the 
hospital  does  not  have  the  money  to  pay  the  wages  the  nurses  de- 
serve. Nor  the  money  to  compete  in  the  nursing  shortage  that 
exists. 

Fremont  Hospital  operates  a  24-hour  emergency  room  service 
with  an  ER  physician  in  the  hospital  at  all  times.  The  physician  is 
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paid  X  number  of  dollars  per  hour  24  hours  a  day.  In  larger  cities, 
the  ER  doctors  see  patients  all  the  time.  We  see  an  average  of  9.5 
patients  per  day  in  the  emergency  room  which  does  not  cover  the 
simple  cost  of  operating  an  emergency  room.  We  all  know  that 
early  treatment  of  accidents  and  emergency  illnesses  are  essential. 
The  residents  in  rural  areas  and  the  visitors  from  the*  cities  need  to 
have  emergency  services  available.  Yet  there  is  no  plan  to  compen- 
sate for  hospital  losses.  The  rural  hospital  is  just  going  further  in 
debt  and  pays  its  employees  less. 

Mariposa  needs  more  physicians  in  order  for  the  residents  to  re- 
ceive adequate  health  care.  Recruiting  physicians  is  expensive. 
Most  demand  a  6-month  subsidy.  There  are  no  Federal  programs 
that  I  can  find  to  help.  The  one  program  I  did  find  was  for  building 
doctors'  offices  which  required  five  doctors  in  a  group  practice.  Get- 
ting five  doctors  together  in  the  city  might  be  easy.  But  recruiting 
five  doctors  at  the  same  time  is  unrealistic  in  a  rural  area. 

The  last  issue  is  building  structure.  Mariposa  has  a  high  retired 
population.  Fremont  Hospital  has  10  skilled  nursing  beds.  This  unit 
was  built  26  years  ago.  A  survey  has  showed  that  54  additional 
skilled  nursing  beds  are  needed.  They  were  needed  on  the  day  the 
survey  was  completed.  Many  people  suggest  converting  acute  care 
beds  to  skilled  nursing  beds.  Now,  we  do  use  our  acute  care  beds 
for  swing  beds.  In  fact,  we  were  the  first  hospital  in  the  State  to  do 
that.  But  for  many  reasons,  it  is  awkward,  inconvenient  and  a 
strain  on  nursing  personnel.  The  rooms  are  too  small  for  today's 
requirements.  There  is  no  place  to  store  wheelchairs  or  personal 
belongings.  The  bathrooms  are  not  accessible  to  wheelchairs.  Is  the 
answer  to  remodel?  No. 

Fremont  Hospital  was  built  40  years  ago  under  the  Hill-Burton 
Act  for  which  the  community  is  very  grateful.  The  structure  is  a 
class  A  building.  That  is,  it  is  poured  concrete.  The  outside  walls 
and  the  inside  walls.  It  will  resist  an  earthquake.  It  will  resist  re- 
modeling. The  only  way  to  move  a  wall  is  with  a  jackhammer.  And 
that  is  not  feasible  and  it  is  not  cost  effective. 

It  is  time  for  selected  rural  hospitals  that  were  built  under  the 
Hill-Burton  Act  to  receive  modernization  and  replacement  funds. 
The  difficulty  that  rural  hospitals  have  had  and  the  multiple  clo- 
sures demonstrate  the  need  for  assistance  in  order  to  continue  to 
provide  health  care  to  rural  communities. 

Thank  you  for  listening  and  thank  you  for  caring. 

[The  prepared  statement  of  Ms.  Davis  may  be  found  at  end  of 
hearing.] 

Mrs.  Boxer.  Thank  you  so  much.  I  found  this  panel  to  really 
round  out  ever>thing  that  I  need  to  know. 

And  now  I  am  going  to  ask  you  that  key  question.  I  am  going 
back  and  I  am  going  to  talk  to  my  colleagues  who  were  not  here. 

What  did  I  take  away  from  Fresno?  Do  you  want  to  try  it? 

Mr.  Satzger.  Well,  if  I  may,  I  will  make  a  couple  of  comments  or 
maybe  statements  that  I  think  we  may  cue  that. 

Mrs.  Boxer.  I  want  you  to  do  it  in  two  or  three  sentences. 

Mr.  Satzger.  All  right. 

Mrs.  Boxer.  I  am  going  to  be  meeting  my  Chairman,  Leon  Panet- 
ta,  who  you  probably  know  is  wonderful.  And  he  is  going  to  fight 
the  battle  for  health  care  with  this  in  a  summit  and  I  cannot  spend 
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too  much  time  with  him.  He  is  going  to  look  at  the  record  and  I 
want  to  try  to  be  as  brief  as  I  can.  So  give  me  a  couple  or  three 
sentences  of  what  I  should  tell  him. 

Mr.  Satzger.  Health  care  programs  are  not  covering  or  coming 
close  to  covering  costs.  I  think  that  says  it  for  Fresno.  I  think  it 
says  it  for  everyplace.  Medicare  is  a  budget  balancer.  It  is  not  relat- 
ed to  health  care  costs.  So  it  is  not  making  any  sense  from  a  health 
care  perspective. 

We  need  health  care  professionals.  We  need  to  encourage  the 
education,  not  only  of  physicians,  and  I  think  there  is  a  great  dis- 
pute in  this  country  that  we  have  too  many  physicians.  We  do  not 
have  enough  in  the  rural/urban  area  of  central  California.  And  not 
only  physicians,  but,  again,  as  I  mentioned,  nurses,  pharmacists,  et 
cetera.  We  are  not  promoting  this  from  an  educational — we  are  not 
giving  incentives.  Take  care  of  the  citizens  relocating  to  our  area. 
Again,  the  immigrant  population. 

Mrs.  Boxer.  Yes. 

Mr.  Satzger.  We  locally  cannot  bear  that  burden.  We  need  some 
help.  Make  capital  available.  Again,  the  hospital  that  you  have 
heard  today,  we  need  to  replace  and  improve  our  facilities  and  our 
equipment. 

And  the  other  one  is — I  will  call  it,  if  it  is  a  word,  overregular- 
ized.  Too  many  regulations.  That  is  costing  us  a  lot  of  money.  I 
think  we  need  to  relook  at  what  is  the  purpose  of  the  regulation 
and  what  it  is  accomplishing  and  what  is  the  cost.  What  is  the  cost- 
benefit  ratio  of  regulations? 

Mrs.  Boxer.  We  did  not  do  enough  regulation  of  the  S&Ls  so  we 
doubled  yours. 

Mr.  Satzger.  That  is  right. 

Mrs.  Boxer.  Mr.  Waller,  can  you  add  to  my  wisdom  here? 
Mr.  Waller.  Yes,  just  a  few  comments. 

I  think  what  we  have  heard  this  morning  has  been  that  the 
system  is  failing.  And  I  think  that  the  Congress  has  an  opportunity 
to  do  some  shifting  of  priorities  and  resources.  And  that  I  think  the 
failure  to  act,  and  for  Leon  Panetta,  I  would  indicate  that  we  are 
going  to  have  generation  damage.  The  next  generation  is  going  to 
be  significantly  damaged  

Mrs.  Boxer.  That  is  really  interesting  

Mr.  Waller.  If  we  do  not  address  this  issue  at  the  present  time. 
So  those  would  be  the  words  that  I  would  leave  with  you.  That  we 
are  damaging  our  future  by  not  acting  at  the  present  time.  Thank 
you. 

Mrs.  Boxer.  Thank  you.  Ms.  Short. 

Ms.  Short.  I  think  we  always  feel  that  bad  things  are  going  to 
happen  to  the  other  guy  and  they  are  not  going  to  happen  to  us. 
And  that  is  a  coping  mechanism.  That  is  self-preservation  

Mrs.  Boxer.  Right. 

Ms.  Short.  Because  you  cannot  live  with  that  kind  of  fear  every- 
day that  when  you  get  into  a  car  you  are  going  to  crash  and  you 
are  going  to  end  up  in  intensive  care  for  6  months.  You  cannot  face 
that  kind  of  fear  everyday  and  yet  survive  and  accomplish  any- 
thing. 

But  people  need  to  be  aware  and  they  need  to  plan  for  that  possi- 
bility. And  I  think  people  need  to  know  that  cuts  that  are  made 
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today  may  adversely  affect  each  of  us  personally  very  up  close  in 
the  future.  And  we  need  to  plan. 

Mrs.  Boxer.  Thank  you.  Ms.  Davis. 

Ms.  Davis.  Thank  you. 

I  agree,  of  course,  with  what  everyone  has  said,  but  also  people, 
especially  people  in  rural  areas,  which  is  what  we  are  talking 
about,  need  to  have  health  care  access  near  their  homes. 

We  have  a  large  retired  community.  There  are  people  that  travel 
2  and  3  hours  to  see  their  elderly  spouses,  and  these  are  elderly 
people  doing  the  traveling  and  then  they  have  to  travel  back.  As 
we  get  older  we  have  less  energy.  This  becomes  a  health  strain  on 
the  person  who  is  not  ill.  We  have  people  taking  care  of  elderly 
spouses  in  their  homes  to  the  point  where  their  own  energy  is 
drained  and  they  become  ill. 

We  need  to  be  able  to  pay  the  health  provider  in  the  rural  area 
at  the  same  rates  that  the  health  provider  in  the  urban  area  is 
paid.  They  are  just  as  valuable  a  person. 

Mrs.  Boxer.  Thank  you.  I  am  really  glad  that  we  did  this  little 
exercise  because  it  underscored  some  of  the  things  that  I  have  been 
thinking.  I  am  going  to  just  give  some  of  it  back  to  you. 

As  an  overview  here,  it  has  been  very  important  because  I  have 
taken  the  subcommittee  to  various  urban  areas.  And  I  have  not 
had  this  perspective  before. 

I  am  familiar  with  the  problems  because  I  have  read  about  them, 
but  here  I  really  see  the  face  of  some  of  the  problems.  So  many 
that  you  talked  about  today.  As  immigrants  enter  a  society  there 
needs  to  be  a  better  way  to  reach  them.  The  Federal  Government 
has  a  responsibility.  It  cannot  become  the  local  government's  re- 
sponsibility. 

And  over  and  over  again  the  reimbursements  are  not  covering 
the  cost  and  as  a  result  of  that,  people  are  not  getting  access.  And 
certainly  people  deserve  the  access.  There  should  be  fairness  be- 
tween the  rural  and  the  urban  reimbursements  and  pay  scales. 

I  think  the  notion  of  generational  damage  is  something  I  am 
really  going  to  take  away  from  this  hearing  because  here  we  sit 
and  with  the  prediction  that  we  are  going  to  have  half  of  the  chil- 
dren in  Fresno  living  in  poverty  and  all  the  problems  that  attend 
that  including  very  little  prevention,  as  we  heard  from  our  school 
nurse.  And  the  ability  of  the  schools  to  really  help  with  prevention. 
Again,  if  we  made  that  a  priority. 

And  I  guess  that  Ms.  Short's  point  that  it  isn't  a  we  versus  them 
situation.  The  health  care  system  is  for  all  of  us  and  therefore  we 
all  have  a  responsibility  to  make  sure  that  it  is  there  because  there 
but  for  the  grace  of  God  go  all  of  us. 

And  so  we  have  to,  as  a  society,  give  it  a  priority.  And,  of  course, 
the  overall  theme  that  I  have  been  hammering  for  8  years,  which 
is  that  our  quality  of  life  encompasses  education  and  health  care 
and  housing  and  the  things  that  we  need  everyday.  And  that  it 
doesn't  do  us  much  good  to  be  able  to  destroy  every  man,  woman 
and  child  in  the  universe  50  times  over  if  we  do  not  have  a  decent 
way  of  life  for  our  people. 

I  want  to  welcome  here  senior  Senator  Nick  Bronson  and  if  you 
would  just  raise  your  hand,  I  will  just  quickly  tell  you  that  we  will 
put  your  statement  in  the  record.  The  record  will  be  kept  open  for 
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2  weeks  and  Lynne  Richardson  will  tell  you  how  to  do  it.  I  know 
and  work  with  your  son.  I  have  known  him  for  many  years  since  I 
was  in  local  government.  I  admire  him  greatly.  I  can  see  he's  a 
chip  off  the  block. 

Mr.  Bronson.  I  do  not  have  a  written  statement.  If  I  can  just 
make  a  very  few  comments. 

Mrs.  Boxer.  Well,  we  cannot  do  it  unfortunately  because  I  am 
due  at  12:30  and  I  have  got  this  panel  just  about  to  the  second.  But 
we  can  keep  the  record  open  for  2  weeks  and  I  am  sure  that  As- 
semblyman Bronson  will  help  us  

Mr.  Bronson.  You  could  not  hear  five  sentences? 

Mrs.  Boxer.  Yes.  I  could  hear  five  sentences. 

Mr.  Bronson.  All  right.  First  of  all,  I  heard  the  legislator  say 
why  spend  money  on  the  seniors,  they  are  going  to  die  soon 
anyway.  And  that  kind  of  charged  my  batteries. 

Mrs.  Boxer.  Right. 

Mr.  Bronson.  You  have  heard  of  hospitals,  clinics,  doctors, 
nurses  and  so  forth,  but  nobody  says  anything  for  a  person  on  a 
fixed  income.  Drugs.  If  somebody  can  get  drugs  for  $3  at  Kaiser- 
Permanente,  why  should  I  pay  over  $50  for  the  same  drug  at 
Long's.  Ambulance.  I  took  a  ride  in  an  ambulance.  It  costs  me  over 
$450.  I  could  take  the  same  thing  in  a  taxi  for  $12.  Lawyers.  The 
cost  of  lawyers,  vitamins,  health  education.  All  those  affect  the  cost 
of  living.  So  what  we  seniors  are  suggesting  is  that  you  need  to 
take  a  look  at  the  total  picture  of  health  care — mechanics  have  a 
saying.  They  say,  "If  it  works,  don't  fix  it."  The  other  side  of  the 
coin  is,  'If  it  isn't  working,  then  fix  it." 

Mrs.  Boxer.  Exactly. 

Mr.  Bronson.  Now,  the  testimony  you  have  heard  today  tells  you 
and  the  figures  you  presented  at  the  beginning,  it  is  not  working. 
Mrs.  Boxer.  Right. 
Mr.  Bronson.  Well,  fix  it. 

Mrs.  Boxer.  Well,  that  is  exactly  the  point  of  this  hearing,  to 
find  out  from  the  perspective  of  Fresno  where  the  problems  are.  I 
am  not  going  to  tell  you  that  I  can  fix  it.  I  can  tell  you  I  am  going 
to  bring  back  what  I  have  learned  today  to  my  colleagues.  And 
more  importantly  really  to  the  whole  debate  on  health  care.  Be- 
cause we  are  never  going  to  fix  it  if  it  is  not  a  priority  for  this 
country.  Because  gone  are  the  days  when  people  can  say,  '1  want 
this.  I  want  that.  I  want  this." 

Now,  it  is  a  matter  of  choices.  We  have  got  a  deficit.  We  have  got 
to  make  hard  choices.  I  am  ready  to  make  those  choices.  If  I  could 
tell  you  that  I  could  go  back  and  convince  President  Bush  that 
those  same  choices  should  be  his,  I  would  not  be  honest  with  you. 

Mr.  Bronson.  As  a  senior  legislator  for  a  number  of  years,  advo- 
cating that  universal  health  care. 

Mrs.  Boxer.  I  understand. 

Mr.  Bronson.  That  everybody  have  a  available  health  care.  I 
went  to  Yugoslavia.  Now,  we  in  the  United  States  donate  a  lot  of 
money  to  Yugoslavia.  Just  give  it. 

Mrs.  Boxer.  We  do? 

Mr.  Bronson.  Yes,  we  do. 

Mrs.  Boxer.  I  do  not  think  so. 
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Mr.  Bronson.  And  my  uncle  says  to  me,  'If  you  get  sick  here,  I 
will  have  a  doctor  taking  care  of  you  in  15  minutes  and  it  won't 
cost  you  a  cent." 

Now,  if  we  can  do  it  there,  why  cannot  we  do  it  here? 

Mrs.  Boxer.  Well,  I  am  not  at  all  sure  you  want  to  be  in  Yugo- 
slavia. But  be  that  as  it  may,  let  me  just  say  that  I  have  appreciat- 
ed all  this.  The  record  will  be  kept  open  for  2  weeks. 

We  stand  adjourned. 

[Whereupon,  at  12:15  p.m.,  the  Task  Force  was  adjourned  until 
Friday,  August  24,  1990,  in  Modesto,  CA] 


HEALTH  CARE  CRISIS:  PROBLEMS  OF  COST 
AND  ACCESS 


FRIDAY,  AUGUST  24,  1990 

House  of  Representatives, 
Task  Force  on  Human  Resources, 

Committee  on  the  Budget, 

Modesto,  CA. 

The  Task  Force  met,  pursuant  to  notice,  at  9:30  a.m.,  in  the  Stan- 
islaus County  Board  of  Supervisors  Chambers,  1100  H  Street,  Mo- 
desto, CA,  Hon.  Barbara  Boxer,  Chair,  presiding. 

Mrs.  Boxer.  I  am  going  to  call  to  order  this  field  hearing  of  the 
House  Budget  Committee  Task  Force  on  Human  Resources.  We  are 
so  pleased  to  be  here  in  Modesto. 

Yesterday,  I  held  a  similar  hearing,  and  we  came  away  with 
some  startling  facts  about  the  status  of  health  care,  access,  and 
costs.  I  hope  things  are  better  here.  But  whatever  I  do  learn,  I  will 
take  back  with  me  to  Washington. 

Mr.  Condit  and  Mr.  Espy  will  be  here.  Mr.  Espy  is  from  Missis- 
sippi and  Mr.  Condit,  of  course,  comes  from  Fresno.  They  are  on 
their  way  but  because  of  the  press  of  time  and  the  fact  that  I  want 
to  get  everybody  in  and  have  adequate  time  for  questions,  I  am 
starting  immediately. 

I  have  a  brief  statement  I  want  to  read  into  the  record  and  then 
I  would  be  honored  to  call  on  three  elected  officials  that  are  here 
with  us.  I  am  very  anxious  to  hear  their  comments  on  health  care 
in  this  area. 

This  Task  Force  is  charged  with  the  responsibility  of  recommend- 
ing funding  levels  for  health  and  education  programs  to  the  full 
Budget  Committee.  During  the  2  years  of  my  chairmanship,  the 
Task  Force  has  highlighted  some  of  our  most  critical  health  care 
and  education  needs.  Over  the  last  year,  the  Human  Resources 
Task  Force  has  held  hearings  on  AIDS,  Medicare,  biomedical  re- 
search, veterans'  health  care  and  the  Special  Supplemental  Nutri- 
tion Program  for  Women,  Infants,  and  Children — the  WIC  pro- 
gram. 

The  people  best  able  to  advise  us  on  health  care  issues  are  the 
people  fighting  the  battles  on  the  front  lines.  And  that  is  why  we 
are  out  here  today,  to  find  out  how  people  in  our  California  com- 
munities are  coping,  to  identify  key  problems  and  perhaps  some  in- 
novative responses,  to  take  back  to  Washington. 

We  are  all  aware  of  some  shocking  statistics.  As  many  as  37  mil- 
lion Americans  have  no  health  insurance  whatsoever.  Medicaid 
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services  cover  only  about  half  of  our  poor  children,  while  20  per- 
cent of  our  children  are  below  the  poverty  line. 

The  United  States  ranks  behind  19  other  industrialized  nations 
in  infant  mortality  rate.  A  baby  born  in  Cuba  has  a  better  chance 
of  survival  than  a  baby  born  in  Washington,  DC.  We  have  40,000 
infant  deaths  per  year.  Over  70,000  babies  are  born  every  year  to 
women  who  have  had  no  prenatal  care.  These  figures  are  very  dis- 
turbing. 

I  have  long  advocated  an  approach  to  health  based  on  the  cost- 
effectiveness  of  early  intervention.  We  have  to  reach  out  to  people 
before  they  are  ill  or  pregnant  or  hooked  on  drugs. 

These  hearings  could  not  be  more  timely.  We  are  waiting  for  the 
budget  summit  to  resume.  The  budget  resolution  assembled  by  the 
Budget  Committee  and  approved  by  the  House  assumed  large  fund- 
ing increases  for  the  National  Institutes  of  Health,  Medicaid  and 
other  programs  for  our  children.  As  a  matter  of  fact,  it  had  a  chil- 
dren's initiative  which  I  hope  will  survive.  And  it  held  the  line  on 
Medicare  cuts  asked  for  by  the  Bush  Administration. 

Unfortunately,  these  gains  are  threatened  by  the  recent  econom- 
ic downturn,  the  situation  in  the  Middle  East,  and  differences  in 
priorities  between  Democrats  and  Republicans. 

We  are  bringing  together  today  local  elected  officials,  health  care 
providers,  and  community  advocates  to  dramatize  health  care 
issues.  By  your  testimony,  you  can  help  me  and  the  Members  of 
this  Committee  bring  the  truth  about  health  care  to  the  summit 
negotiators  in  Washington  and  to  the  U.S.  Congress. 

So  I  just  want  to  thank  you  so  much  for  the  contribution  you  are 
about  to  make. 

At  this  time  it  is  my  honor  to  call  on  Hon.  Sal  Cannella,  Assem- 
blyman, State  of  California.  Very  nice  to  see  you,  Mr.  Cannella. 
Mr.  Cannella.  Good  morning.  Thank  you. 

STATEMENT  OF  HON.  SAL  CANNELLA,  ASSEMBLYMAN,  STATE  OF 

CALIFORNIA 

Mr.  Cannella.  Congress  woman  Boxer,  Mayor  Whiteside,  Super- 
visor Paul  and  others,  welcome  to  Stanislaus  County  and  to  the 
city  of  Modesto  and  the  27th  Assembly  District.  I  am  sure  you  are 
aware  the  27th  District  is  all  of  Stanislaus  County  and  part  of 
Merced  County. 

And  the  health  care  situation  in  California,  as  you  noted  on  a 
national  level,  should  be  placed  on  a  critical  list.  Fundamental 
comprehensive  reform  on  the  national  and  State  level  is  necessary 
if  we  are  going  to  break  the  cycle  of  runaway  costs  and  declining 
access.  Unfortunately,  national  and  State  access  seems  to  be  a  long 
time  coming. 

We  must  move  the  institutions  with  stronger  controls,  better  re- 
source planning  and  establish  a  comprehensive  health  care  plan 
that  meets  the  needs  of  our  constituents — all  of  our  constituents, 
certainly  the  Mayor's  and  yours  and  mine  and  the  supervisors. 

We  are  also  concerned  about  the  impact  on  employers  who  gen- 
erally carry  the  majority  of  the  cost  of  providing  health  care  to 
their  employees.  A  plan  must  be  developed  that  provides  affordable 
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quality  care  while  addressing  the  concerns  of  those  who  must  pay 
for  the  access  to  health  care,  which  is  a  critical  problem. 

The  crisis  in  California's  budget  is  going  to  put  an  additional 
strain  on  an  already  overburdened  system.  I  think  in  Stanislaus 
County  and  Merced  County  areas  that  I  represent  it  has  had  a  tre- 
mendous impact  on  the  budget  cuts  that  were  made  this  fiscal  year 
up  in  Sacramento. 

This  is  a  national  crisis  and  we  look  to  the  Federal  Government 
for  leadership  in  order  to  resolve  it.  Hopefully  we  can  develop  situ- 
ations from  the  information  and  insight  gained  from  these  hearings 
here  and  around  the  State. 

Again,  I  welcome  you  to  our  community.  There  are  many  experts 
in  the  audience  who  can  certainly  add  a  great  deal  of  information 
for  you  to  go  back  to  Washington  and  also  the  other  elected  offi- 
cials. 

So  once  again,  I  would  like  to  welcome  you  here,  and  I  hope  it  is 
a  very  profitable  day,  information  wise. 

[The  prepared  statement  of  Mr.  Cannella  may  be  found  at  the 
end  of  the  hearing.] 

Mrs.  Boxer.  Thank  you  and  I  am  sure  it  will  be.  At  this  time  I 
would  call  on  Supervisor  Paul. 

STATEMENT  OF  PAT  PAUL,  SUPERVISOR,  STANISLAUS  COUNTY 
BOARD  OF  SUPERVISORS 

Ms.  Paul.  I,  too,  would  like  to  welcome  you  to  Stanislaus  County. 
I  am  always  pleased  to  see  women  in  politics.  I  think  it  has  some- 
thing to  do,  maybe,  with  our  training.  We  are  honest,  and  we  get  in 
and  clean  up  and  do  the  job. 

I  serve  on  the  county's  Emergency  Medical  Committee  and  I 
think  what  you  will  hear  today  about  the  health  care  in  Stanislaus 
County  will  mirror  those  concerns  within  the  health  care  system 
statewide. 

There  are  signs  that  the  hole  in  the  State  safety  health  net  are 
widening.  Over  5  million  people  in  the  State  lack  basic  health  in- 
surance. Hospitals,  both  public  and  private,  are  rendering  close  to 
a  $2  billion  annual  uncompensated  and  undercompensated  care. 

Scores  of  trauma  centers  are  closed.  Hospitals  have  downgraded 
their  emergency  facilities  to  control  exposure  to  nonpaying  pa- 
tients. 

The  increases  in  Medi-Cal  reimbursement  rates  for  physicians, 
hospital  and  long-term  care  services  have  fallen  far  below  medical 
inflation.  This  leads  to  a  backlog  in  services  and  also  to  shortages 
of  the  providers. 

Just  this  month  the  legislature  and  the  Governor  deeply  cut 
funding  for  the  county's  indigent  services.  The  State  is  on  a  course 
of  disengagement  of  funding  for  health  care  for  the  needy,  and 
they  leave  the  counties  financially  strapped. 

Later  on  today  you  will  hear  that  our  own  county-run  hospital 
will  look  at  a  deficit  of  $2.3  million.  So  I  appreciate  you  taking  the 
time  out  of  your  very  busy  schedule  to  listen  to  our  concerns. 

I  am  sorry,  but  I  am  not  going  to  be  able  to  stay  here.  I  am  a 
health  educator  and  today  is  a  teacher  workday  so  that  we  can  get 
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ready  for  Monday  when  I  will  be  inundated  with  lots  of  high  school 
students. 

And  their  major  topics  that  I  will  deal  with  that  they  are  very 
concerned  about  will  be  drugs  and  sex  and  for  me  to  simply  say  to 
them,  just  say  no,  is  not  enough.  Thank  you  for  being  here. 

[The  prepared  statement  of  Ms.  Paul  may  be  found  at  the  end  of 
the  hearing.] 

Mrs.  Boxer.  Thank  you,  so  much,  and  I  thank  you  for  your  con- 
tribution. It  is  now  my  honor  to  call  on  Mayor  Whiteside. 

STATEMENT  OF  HON.  CAROL  WHITESIDE,  MAYOR,  CITY  OF 

MODESTO,  CA 

Ms.  Whiteside.  Thank  you,  Congresswoman  Boxer.  We  are  all 
very  pleased  to  have  you  here  and  any  time  we  get  any  sort  of 
focus  or  attention  or  recognition  of  the  importance  of  medium  sized 
cities  and  national  policy  it  is  helpful  to  all  of  us. 

So  often,  the  issues  seem  to  evolve  based  on  what  happens  in 
New  York  or  Chicago  or  Atlanta  or  Los  Angeles  and  I  am  very  pro- 
tective of  medium  sized  cities'  roles  and  must  tell  you  that  we  have 
the  same  kinds  of  problems  and  the  same  kinds  of  issues  as  the 
larger  cities. 

There  has  been  a  lot  of  talk  about  changes  and  growth  in  the 
valley  and  I  have  been  quoted  many  times  speaking  about  the 
influx  of  commuters  but  when  we  are  talking  about  health  and 
human  services  issues,  we  have  to  remember  that  part  of  the 
growth  in  this  valley  is  also  caused  by  an  influx  of  refugees,  people 
who  live  below  the  poverty  line  and  who  do  not  have  access  to  ade- 
quate health  care  and  other  necessary  human  services. 

We  have  in  this  county  exactly  the  same  health  problems  that 
every  other  major  city  in  the  country  has.  We  have  seniors  who 
can't  get  health  care.  We  have  children  who  are  not  being  properly 
cared  for.  We  have  more  than  our  share  of  teenage  pregnancies. 
We  have  AIDS,  we  have  cancer,  birth  defects,  and  we  lack  ade- 
quate funding  for  education. 

Funding  is  a  critical  issue  in  health  care  but  I  would  ask  you  to 
first  work  on  the  development  of  a  national  health  care  policy  be- 
cause if  we  have  a  policy  the  funding  problems  will  fall  into  place, 
but  absent  a  policy  all  we  seem  to  do  is  shotgun  approaches  and 
never  solve  the  big  problems. 

I  would  like  to  commend  you  and  the  other  Members  of  the  Task 
Force  for  being  here  and  tell  you  that  all  of  us  here  in  Modesto  and 
Stanislaus  County  and  the  country  and  the  Nation  look  to  our 
elected  leaders  for  wisdom  and  leadership. 

We  don't  always  get  it  and  I,  as  well  as  anyone,  know  that  it 
isn't  easy,  that  the  answers  aren't  easy.  But  the  reality  is  that  we 
would  pray  that  you  would  take  the  information  that  you  gain  here 
today  and  the  other  series  of  hearings  that  you  are  conducting  and 
use  the  information  well  as  you  look  for  the  development  of  health 
care  policies  and  solutions  to  what  we  know  are  very  real  human 
needs  in  this  country.  We  would  like  to  thank  you. 

Mrs.  Boxer.  Thank  you.  Madam  Mayor.  When  you  say  you  look 
to  elected  leaders,  I  hope  that  you  still  do. 

Ms.  Whiteside.  Well,  some  of  us  believe  the  system  works. 
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Mrs.  Boxer.  Exactly.  Those  of  us  who  are  in  there  know  that  it 
can  be  brought  to  a  solution.  It  has  to  be. 
Ms.  Whiteside.  That  is  right. 

Mrs.  Boxer.  There  are  too  many  special  interests  and  we  must 
rise  above  them  and  speak  in  the  public  interest. 

Ms.  Whiteside.  There  is  no  one  else  who  can  do  that. 

Mrs.  Boxer.  I  want  to  identify  with  one  other  point  you  made 
about  the  importance  of  an  overall  policy.  I  think  the  problem  we 
face  with  the  catastrophic  health  care  issue  was  that  we  just  said, 
all  right,  here  is  another  band-aid  and  we  are  going  to  try  to  fix  it. 

Ms.  Whiteside.  That  is  right. 

Mrs.  Boxer.  It  was  not  well  thought  out.  It  didn't  work  and  I 
think  the  lesson  there  is,  without  the  whole  thing,  health  care  for 
kids  and  elderly  and  long-term  care,  the  whole  continuum  of  care, 
if  we  try  to  do  just  one  little  segment  at  a  time,  it  will  just  be  one 
patchwork. 

Ms.  Whiteside.  I  couldn't  agree  more  and  I  think  one  of  the  buzz 
words  that  we — there  are  two  buzz  words  that  I  hear  a  lot  lately 
and  one  of  them  is  consensus  and  the  fact  that  health  care  prob- 
lems are  not  only  the  interest  of  the  health  care  industry  and  the 
patients  and  the  clients.  They  are  in  the  interests  of  the  business 
industry  and  the  Social  Security  industry  and  the  tax  industry  and 
everyone. 

And  the  second  one  is  interconnectedness  which  we  are  hearing 
more  and  more  about.  I  don't  think  any  of  these  issues  can  be 
treated  in  isolation  from  their  relationship  to  everything  else  that 
goes  on  in  this  country  and  in  our  communities  and  if  Congress 
would  recognize  that  I  believe  we  will  have  a  much  better  national 
policy. 

Mrs.  Boxer.  I  would  like  to  thank  all  three  of  you  and  I  would 
like  to  observe  that  we  are  at  a  very  momentous  time  now  that  the 
cold  war,  which  called  for  some  sacrifices  and  was  a  very  difficult 
time,  has  ended,  and  we  are  in  a  new  kind  of  war  now. 

It  is  really  an  economic  war  and  economic  competition  and  you 
can't  win  if  you  have  a  sick  population,  period,  and  one  that  isn't 
educated  and  kids  having  kids  because  they  are  our  whole  future. 

And  I  know  that  all  of  you  are  aware  that  we  have  pieces  of 
policy  but  we  don't  have  a  whole  policy  and  that  is  why  being  here 
is  so  important.  I  want  to  thank  you  for  adding  a  lot  to  the  debate 
and  I  look  forward  to  working  with  you  and  taking  your  wisdom 
back  to  my  colleagues. 

Your  remarks  are  going  to  be  put  into  the  written  record  of  this 
hearing  and  as  these  come  down  from  the  mountains,  at  Camp 
David,  where  I  will  be  meeting  with  President  Bush,  they  will  be 
hearing  continually  from  this  Member  of  Congress  who  chaired  the 
Task  Force  that,  as  someone  said  at  the  hearing  appropriately  yes- 
terday, it  doesn't  help  us  that  we  can  kill  every  man,  woman  or 
child,  you  know,  50  times  over,  with  our  nuclear  arsenal,  if  the 
people  we  are  protecting  aren't  happy,  having  a  quality  of  life  and 
adequate  health  care. 

So  that  is  what  this  is  about  and  I  thank  you  for  being  with  us. 
Good  luck  in  Sacramento. 

Mr.  Cannella.  Thank  you.  If  we  only  had  4  more  months. 

Mrs.  Boxer.  This  year. 
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I  would  like  to  call  the  first  panel,  The  CEO  of  Scenic  General 
Hospital,  Beverly  M.  Finley  and  colleague,  Solange  Goncalves 
Altman  of  the  California  Rural  Legal  Assistance  and  Dr.  John  C. 
Pfeffer,  President  of  the  Stanislaus  Medical  Society. 

What  I  am  going  to  ask  you  to  do  is  keep  your  comments  to 
about  5  minutes.  After  5  minutes  if  you  haven't  finished,  just  relax 
and  talk  for  5  minutes  and  we  will  move  on  because  we  have  to 
move  forward  and  I  want  to  be  able  to  have  time  to  ask  you  all 
questions.  So  why  don't  we  start  with  Ms.  Finley. 

STATEMENT  OF  BEVERLY  M.  FINLEY,  CHIEF  EXECUTIVE 
OFFICER,  SCENIC  GENERAL  HOSPITAL,  MODESTO,  CA 

Ms.  Finley.  Good  morning.  Madam  Chairwoman,  I  am  Beverly 
Finley,  Chief  Executive  Officer  of  Scenic  General  Hospital,  Modes- 
to, CA.  It  is  an  honor  to  be  here  today  to  represent  Scenic  General 
Hospital  and  the  county  of  Stanislaus'  health  care  system  on  the 
subject  of  the  Health  Care  Crisis:  Problems  of  Cost  and  Access. 

Scenic  General  Hospital  is  a  134  hospital,  owned  by  Stanislaus 
County  that  has  served  the  community  for  a  century.  From  its  be- 
ginning. Scenic  has  been  charged  with  a  mission  of  providing  care 
for  those  who  cannot  afford  to  pay.  The  hospital  provides  a  whole 
complement  of  services  with  the  exception  of  labor  and  delivery 
and  neurosurgery. 

Outpatient  clinics  which  are  located  both  on  the  hospital's  main 
campus  plus  two  satellite  clinics  care  for  over  130,000  patients  each 
year.  Ninety-five  percent  of  our  patients  are  insured  under  Govern- 
ment sponsored  programs.  There  is  no  room  for  cost  shifting  within 
this  payer  mix. 

Scenic  General  Hospital  is  proud  to  be  affiliated  with  the  Univer- 
sity of  California  at  Davis,  Family  Practice  Residency  Program 
with  a  total  of  21  family  practice  residents.  The  residents  receive 
their  training  from  a  hospital-based  faculty  group  of  16  physicians 
plus  the  part-time  assistance  of  45  community  physicians.  Forty 
percent  of  the  program's  graduates  have  remained  in  the  Modesto 
community  expanding  access  to  medical  care  for  the  residents  of 
the  county. 

The  problems  facing  Stanislaus  County  and  its  health  care 
system  reflect  the  long  history  of  a  budget-driven  health  care 
policy  at  the  State  and  national  levels  that  has  eroded  access  to  in- 
digent patients.  Despite  years  of  declining  margins  produced  by 
Medicare  and  Medi-Cal  shortfalls,  increased  demand,  increased 
costs  and  inflation,  an  eroding  physical  plant  and  capital  equip- 
ment base,  the  Stanislaus  County  health  care  system,  including 
mental  and  public  health  care  services,  has  been  able  to  maintain 
its  commitment  to  provide  high  quality  care  to  its  patients. 

However,  the  struggle  has  reached  crisis  proportions.  The  pro- 
posed reductions  in  the  fiscal  year  1991  Federal  budget  proposal,  if 
enacted,  will  escalate  this  crisis.  The  gap  between  revenues  and  ex- 
penses cannot  continue  to  widen  without  dire  consequences  to 
access  for  all  of  us. 

With  the  proposed  Medicare  cuts,  teaching  hospitals  will  be  hard- 
est hit.  Teaching  hospitals  tend  to  serve  more  acutely  ill  patients 
as  is  typical  of  the  low  income  and  indigent  population.  In  the  past. 
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teaching  facilities  had  a  higher  than  average  Medicare  reimburse- 
ment which  was  based  upon  the  adjustments  which  recognized  ad- 
ditional costs  associated  with  a  teaching  program. 

This  trend  no  longer  holds  true  since  the  reductions  in  Federal 
support  covering  medical  education  cost  continues  to  be  reduced 
and  the  proposed  25-percent  cut  in  allowance  for  capital  payments. 

Paying  hospitals  less  than  the  full  cost  of  a  training  program  or 
the  full  cost  of  capital  is  not  a  sound  public  policy.  The  Nation  will 
continue  to  require  an  increased  number  of  medical  professionals. 
The  improved  technology  is  an  investment  that  actually  results  in 
lowering  the  cost  of  health  care. 

It  is  now  possible  to  have  gall  bladder  surgery  on  an  outpatient 
basis  through  innovative  techniques  eliminating  the  need  for 
lengthy  hospital  stays.  This  technology  must  be  available  in  teach- 
ing programs  for  the  future  needs  of  all  citizens.  Refusing  to  recog- 
nize the  value  of  investing  in  medical  education  is  an  impractical 
approach  that  will  have  far  reaching  effects  in  terms  of  economics 
and  standards  of  care. 

Likewise,  the  proposed  10-percent  reduction  in  Medicare  outpa- 
tient reimibursement  is  especially  alarming.  Hospitals  have  re- 
sponded to  the  need  to  reduce  costs  by  moving  patient  care  to  out- 
patient settings  when  appropriate.  To  further  reduce  inadequate 
reimbursement  for  outpatient  care  will  place  Medicare  patients  in 
the  same  dilemma  now  facing  Medi-Cal  patients,  which  is,  access 
will  be  restricted  or  denied. 

In  theory,  Medi-Cal  patients  in  Stanislaus  County  can  seek  care 
from  any  provider  whether  hospital  or  physician.  In  practice  this  is 
not  true.  The  low  reimbursement  level  coupled  with  cumbersome 
billing  requirements  have  gradually  excluded  nearly  all  private 
physicians  in  Stanislaus  County  from  accepting  Medi-Cal  patients. 

Furthermore,  because  of  the  litigation  process  and  increased 
costs,  many  physicians  have  stopped  treating  OB,  reducing  the 
number  of  providers  available  for  this  service. 

Scenic  General  Hospital  and  other  hospital  emergency  rooms 
have  become  the  safety  net  for  Medi-Cal  patients.  The  availability 
of  subspecialty  physicians  to  see  a  Medi-Cal  or  indigent  patient  at 
Scenic  is  increasingly  difficult  to  secure  because  of  inadequate  re- 
imbursement. 

The  ramification  of  this  poor  reimbursement  on  access  to  Medi- 
Cal  patients  is  dramatically  illustrated  by  the  obstetrical  service 
provided  at  Scenic. 

In  1982  Scenic's  OB  services  performed  an  average  of  88  deliv- 
eries per  month;  and  in  1989,  157  deliveries  a  month.  Current  data 
projects  300  deliveries  per  month  by  1995.  The  number  of  high  risk 
prenatal  visits  has  increased  over  50  percent  during  1989.  Much  of 
this  increase  is  directly  attributable  to  the  decrease  in  the  number 
of  providers  who  are  willing  to  accept  Medi-Cal  patients  into  their 
private  practice. 

Scenic's  capacity  to  accommodate  this  increased  volume  is  re- 
stricted by  its  aging  physical  plant.  Existing  space  constraints  pro- 
hibit the  expansion  of  OB  clinics  to  accommodate  the  increased  de- 
mands for  women  seeking  OB  care.  During  this  time  Scenic  has 
lost  the  only  full-time  OB/GYN  on  its  hospital-based  staff,  exacer- 
bating the  problem  of  access. 
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After  long  and  difficult  debate  concerning  the  need  to  limit 
access  to  ensure  quality  of  care,  the  coordinator  of  OB  services,  Dr. 
Jesse  Wilmes,  began  to  set  limits  on  the  number  of  new  patients 
that  could  be  accepted  into  the  clinics.  Because  of  the  excess 
demand,  appointments  could  not  be  given  prior  to  the  delivery  date 
for  many  women. 

During  this  time  Dr.  Wilmes  was  aided  by  Dr.  John  Pfeffer, 
President  of  the  Stanislaus  Medical  Society,  who  participates  in  the 
residency  teaching  program.  Because  of  the  leadership  of  Drs. 
Wilmes  and  Pfeffer,  a  coalition  with  the  community  OB/GYNS  was 
formed  to  accommodate  the  needs  of  pregnant  women  who  cannot 
get  realistic  appointments  into  the  Scenic  OB  clinics. 

Physicians  have  agreed  to  accept  two  to  three  Medi-Cal  patients 
into  their  private  practice  on  a  rotation  basis  assuring  the  mother 
of  prenatal  care.  The  scheduling  of  these  patients  is  performed  by 
our  Public  Health  Department.  This  program  began  August  1. 

The  OB  clinic  is  only  one  example  of  the  problems  of  access  for 
indigent  and  Medi-Cal  patients  in  the  County.  The  pediatric  clinics 
have  a  3-week  waiting  time  for  appointments,  not  a  satisfactory 
delay  when  you  have  a  sick  child. 

A  48-day  wait  is  necessary  for  a  neurology  appointment.  Derma- 
tology patients  may  wait  for  3  months.  Appointments  in  the  resi- 
dents' clinics  average  a  3-week  wait.  These  waiting  times  are 
present  in  clinics  that  are  exceeding  capacity  as  much  as  145  per- 
cent for  OB  and  190  percent  for  surgery. 

The  delays  in  getting  appointments  and  long  waiting  times  to  be 
treated  on  the  day  of  the  appointment  result  in  frustration  for  pa- 
tients. No  show  rates  approach  30  percent  as  patients  seek  treat- 
ment in  the  emergency  rooms  of  local  hospitals  as  they  are  not 
willing  to  wait. 

Not  only  patients  become  upset.  Hospital  employees  face  daily 
frustration  with  angry  patients,  either  those  who  have  waited  a 
long  time  to  get  in  to  see  the  doctor  or  who  cannot  get  an  appoint- 
ment when  they  pursue  health  care  needs. 

As  a  safety  net  hospital.  Scenic  has  treated  all  patients  who  seek 
care  through  its  services.  However,  our  future  looks  bleak.  The 
community  need  has  already  exceeded  this  county  hospital's  re- 
sources as  evidenced  by  limiting  access  for  prenatal  care. 

Scenic  has  not  experienced  an  operating  margin  that  has  allowed 
for  physical  plant  replacement  or  renovation. 

The  Medi-Cal  reimbursement  rate  to  Scenic  General  Hospital  is 
less  than  50  percent.  We  will  have  lost  $1.8  million  last  year  on 
outpatient  services  and  yet  the  State  continues  to  decrease  its  re- 
imbursement. 

I  would  like  to  just  summarize  the  rest  of  my  talk  and  state  that 
on  Friday  we  had  a  balanced  budget.  On  a  Monday  we  had  a  deficit 
of  $2.4  million.  The  results  of  a  budget-driven  health  care  policy  is 
making  planning  impossible. 

Those  programs  that  we  could  generate  additional  revenues  with 
are  defeated  before  we  can  get  them  operational  because  we  don't 
have  either  seed  money  or  the  moneys  we  had  planned  to  spend.  To 
not  allow  us  to  use  tobacco  tax  money  or  AB8  momeys  to  plan  from 
one  year  to  the  next  is  a  travesty  of  the  intent  of  the  legislation. 
The  mandate  to  spend  the  money  in  a  4-month  period  is  insane. 
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The  noose  of  low  reimbursement  is  restricting  care  for  patient 
care.  The  low  reimbursement  and  reduced  allocations  place  us,  as 
well  as  the  rest  of  the  county  health  care  system  in  dire  need  of 
new  funding.  It  is  clear  that  we  need  access  to  a  new  source  of  rev- 
enue. 

If  Scenic  cannot  recruit  and  maintain  staff  or  address  its  needs 
for  competitive  salaries;  if  Scenic  is  not  able  to  expand  its  purchas- 
ing power  to  acquire  capital  equipment  replacement;  and  if  Scenic 
cannot  expand  its  revenue  base  to  cover  debt  service  to  replace  its 
aging  plant,  the  safety  net  to  indigent  and  Government-sponsored 
patients  will  be  so  constricted  that  access  will  be  delayed  not  for 
hours  but  weeks  and  months.  Thank  you  very  much  for  hearing  us. 

[The  prepared  statement  of  Ms.  Finley  may  be  found  at  the  end 
of  the  hearing.] 

Mrs.  Boxer.  Thank  you.  I  think  you  have  really  painted  a  very 
bleak  picture  of  what  is  happening  here  in  this  community. 
Ms.  Finley.  It  is  our  reality. 
Mrs.  Boxer.  Any  questions  from  the  panel? 
[No  response.] 

Mrs.  Boxer.  Solange  Goncalves  Altman,  please. 

STATEMENT  OF  SOLANGE  GONCALVES  ALTMAN,  STAFF  ATTOR- 
NEY, CALIFORNIA  RURAL  LEGAL  ASSISTANCE,  MODESTO,  CA 

Ms.  Goncalves  Altman.  My  name  is  Solange  Goncalves  Altman 
and  I  would  like  to  thank  you  for  inviting  me  to  speak  to  you 
today. 

I  am  a  staff  attorney  with  California  Legal  Assistance  here  in 
Modesto.  CRLA  is  a  federally  funded  legal  services  program  with 
15  offices  throughout  rural  communities  in  the  State.  We  are  ac- 
tively involved  in  health  advocacy  for  rural  poor  people. 

Most  recently  we  were  involved  in  a  community  effort  to  keep 
this  county's  hospital.  Scenic  General  Hospital,  open.  Closure  was 
threatened  only  last  year. 

As  a  legal  services  attorney,  I  have  witnessed  firsthand  the  prob- 
lems of  cost  and  access  faced  by  many  low  and  middle  income 
people.  I  have  assisted  clients  in  actually  obtaining  medical  care,  in 
challenging  erroneous  Medi-Cal  determinations  to  obtain  benefits, 
and  in  arranging  payment  schedules  on  bills  which  will  not  be  paid 
in  your  lifetime  or  mine. 

Of  the  dozens  of  clients  I  have  represented,  I  believe  the  experi- 
ences of  Terry  Brogdon,  Pam  Cobb  and  Erma  Stepp  exemplify  the 
access  problems  to  orthopedic,  obstetric  and  dental  care  experi- 
enced by  poor  people  in  this  county  and  in  this  State. 

In  August  1988,  Terry  Brogdon  suffered  a  knee  injury  while 
working  at  his  job  as  a  drywall  hanger.  He  thought  his  employer 
had  Worker's  Compensation  which  would  cover  his  medical  care 
and  compensate  him  for  his  period  of  disability,  but  this  was  his 
first  mistake.  He  soon  learned  that  his  employer  had  no  Worker's 
Compensation  and  that  he  might  never  be  compensated  for  his 
injury  from  the  Uninsured  Employers  Fund. 

Terry  had  no  difficulty  in  getting  treatment  for  his  knee  from  a 
private  orthopedist  while  the  doctor  thought  that  Worker's  Com- 
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pensation  would  pay  for  the  bills.  By  the  time  surgery  was  sched- 
uled, it  was  clear  there  was  no  Worker's  Compensation. 

Unable  to  work  because  of  his  knee,  Terry  and  his  family  applied 
and  were  granted  public  assistance  and  Medi-Cal.  Terry  offered  to 
pay  the  doctor  for  the  surgery  with  his  Medi-Cal,  but  the  doctor 
wouldn't  accept  it. 

In  March  1989,  Terry  attempted  to  get  an  appointment  at  the 
county  hospital,  but  he  was  told  that  new  Medi-Cal  patients  were 
not  being  accepted,  only  patients  under  the  Stanislaus  County  Indi- 
gent Health  Program.  Under  that  county  program,  services  are 
provided  exclusively  at  the  county  hospital. 

Scenic  was  forced  to  cut  back  orthopedic  appointments  then  be- 
cause one  of  their  orthopedists  was  out  on  sick  leave  and  as  hard 
as  they  tried  they  had  not  found  a  replacement.  Medi-Cal  patients 
were  turned  away  because  it  was  erroneously  assumed  that  private 
orthopedists  in  the  community  would  accept  Medi-Cal. 

In  late  March,  Terry  came  to  see  me.  I  called  every  orthopedist 
listed  in  the  telephone  book,  inquiring  whether  Medi-Cal  was  ac- 
cepted. Finally,  one  office  in  Turlock  scheduled  Terry  for  an  ap- 
pointment, but  when  he  arrived  for  the  appointment  he  was  told 
that  new  Medi-Cal  patients  were  not  being  accepted. 

Unable  to  find  an  orthopedist  in  Stanislaus  County,  an  appoint- 
ment was  made  for  Terry  at  San  Joaquin  General,  in  Stockton,  the 
county  hospital  there,  which  is  about  35  miles  from  Modesto. 
Though  Terry  felt  it  would  be  difficult  to  travel  there  for  treat- 
ment, he  was  determined  to  get  the  care  he  needed. 

Shortly  after  this  appointment  was  made,  I  learned  of  a  new  or- 
thopedist in  Modesto,  who  had  not  been  included  in  the  specialist 
listing  in  the  telephone  book.  This  orthopedist  was  on  contract  at 
Scenic  1  day  a  week,  and  he  agreed  to  see  Terry  at  Scenic  the  first 
week  of  June.  He  ultimately  performed  surgery  on  Terry's  knee  in 
late  July  and  Terry  was  released  for  work  in  September  1989,  a 
year  after  his  injury. 

Terry's  time  off  work  cost  the  taxpayers  approximately  $7,200  in 
cash  aid.  It  was  only  as  a  last  resort  that  his  family  was  forced 
onto  public  assistance.  Being  on  public  assistance  was  both  a  humi- 
liating and  humbling  experience  for  him.  His  family  is  keenly 
aware  how  a  medical  emergency  could  force  a  middle  class  family 
on  the  public  dole. 

While  Terry  Brogdon  was  able  to  get  the  medical  care  he  needed, 
it  was  only  because  of  his  and  my  persistence,  and  because  he  was 
lucky  enough  to  have  found  a  private  orthopedist  who  would  care 
for  him.  Other  indigent  requiring  the  services  of  specialists  such  as 
obstetricians  have  not  been  as  fortunate. 

Pregnant  women  are  among  those  who  have  had  a  particularly 
difficult  time  in  obtaining  maternity  care  because  of  the  paucity  of 
obstetrician /gynecologists  who  will  take  Medi-Cal.  In  May,  Scenic 
General  became  overloaded  and  10  pregnant  women  like  Pam  Cobb 
were  turned  away  per  week.  Pam  tried  to  find  a  private  obstetri- 
cian to  take  care  of  her  with  no  success. 

In  Stanislaus  County,  the  number  of  family  practice  physicians 
serving  more  than  five  Medi-Cal  patients  dropped  from  five  to 
three  in  1985.  State  statistics  reveal  the  shortage  of  obstetricians 
who  take  Medi-Cal  is  extremely  critical. 
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From  1985  to  1987  there  was  a  sharp  decline  in  the  number  of 
obstetricians  and  family  practitioners  in  private  practice  who  were 
willing  to  provide  maternity  care  to  women  on  Medi-Cal.  One  study 
found  that  3  out  of  10  practicing  obstetricians  in  California  partici- 
pated in  the  Medi-Cal  program  to  the  extent  that  the  State  paid  for 
10  percent  or  more  of  the  deliveries  in  their  practice.  Meanwhile, 
women  on  Medi-Cal  have  been  giving  birth  to  approximately  25 
percent  of  all  children  born  in  California  each  year. 

With  limited  access  to  obstetricians  and  family  practice  physi- 
cians, many  poor  women  forgo  prenatal  care.  According  to  the  Cali- 
fornia Department  of  Health  Services'  most  recent  report — for  cal- 
endar year  1984 — only  61.3  percent  of  the  women  on  Medi-Cal  re- 
ceived any  prenatal  care  during  the  first  trimester.  Stated  differ- 
ently, over  40,000  women  on  Medi-Cal  were  receiving  no  maternity 
care  during  the  critical  first  3  months  of  pregnancy. 

The  lack  of  prenatal  care  has  translated  into  more  high  risk 
pregnancies  and  a  higher  infant  mortality  rate.  According  to  a 
Children's  Research  Institute  Study,  high  risk  pregnancies  consti- 
tuted one  of  every  five  births  in  California  in  1984.  California 
ranked  14th  in  the  Nation  in  preventing  infant  deaths  with  an 
infant  mortality  rate  of  9.4  percent  per  1,000  live  births  in  1983.  In 
1985,  Stanislaus  and  Merced  ranked  at  the  bottom  of  the  county 
infant  mortality  list. 

In  this  county,  a  solution  to  the  plight  of  pregnant  women  was 
found  when  23  of  the  24  private  obstetricians  in  Stanislaus  County 
each  agreed  to  take  up  to  three  Medi-Cal  patients  per  month  for 
prenatal  care  to  alleviate  the  crisis.  To  get  this  participation  from 
private  providers  was  an  exemplary  achievement — a  credit  to  the 
leadership  of  Scenic  General  Hospital  and  the  Stanislaus  County 
Medical  Society. 

These  23  private  obstetricians  taking  Medi-Cal  patients  will  help 
resolve  the  access  problems  faced  by  poor  pregnant  women  in  Stan- 
islaus County  in  the  short  run.  The  concern  I  have  is  how  long 
their  assistance  can  be  counted  upon.  For  how  long  can  we  expect 
them  to  provide  the  extensive  care  high  risk  pregnant  women  re- 
quire when  they  are  paid  a  flat  fee  of  $1,010  by  Medi-Cal  for  all 
prenatal  care  including  vaginal  delivery. 

Mrs.  Boxer.  Can  I  ask  you  a  question?  What  is  the  average  fee  of 
the  physician? 

Ms.  GoNCALVES  Altman.  For  a  vaginal  or  a  caesarean?  It  varies? 
Mrs.  Boxer.  For  

Ms.  GoNCALVES  Altman.  Actually,  Dr.  Pfeffer  can  answer  that 
better  than  I  can. 

Dr.  Pfeffer.  Locally,  it  is  probably  somewhere  between  $1,650 
and  $1,800  for  a  vaginal.  In  San  Francisco  it  is  around  $2,400,  is  my 
understanding.  A  caesarean  would  be  an  average  of  $500  more. 

Mrs.  Boxer.  Thank  you.  I  didn't  mean  to  interrupt  you. 

Ms.  GoNCALVES  Altman.  Though  the  $1,010  Medi-Cal  reimburse- 
ment rate  for  vaginal  deliveries  appears  incredibly  low,  the  rate 
was  only  $650  in  1987.  The  rate  was  increased  because  of  Clark  v. 
Kizer,  a  lawsuit  filed  by  legal  services  advocates. 

Though  the  challenge  to  the  Medi-Cal  reimbursement  rates  for 
obstetrical  care  has  been  settled,  the  dental  component  of  that  law- 
suit has  not. 
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The  lack  of  dentists  who  will  accept  Medi-Cal,  sometimes  known 
as  Denti-Cal,  has  created  another  tremendous  access  problem  for 
poor  people.  Erma  Stepp  is  an  81-year-old  client  of  my  office  who 
suffered  enormously  because  of  her  inability  to  get  proper  dental 
care. 

Mrs.  Stepp,  a  diabetic,  needed  a  partial  lower  denture,  which  was 
not  an  appliance  covered  by  Medi-Cal  regulations.  Her  need  for  the 
appliance  was  legally  challenged  as  medically  necessary  because 
she  could  not  eat  without  it. 

After  litigation,  Medi-Cal  agreed  to  pay  for  the  appliance,  but 
even  with  Medi-Cal,  Mrs.  Stepp  encountered  much  difficulty  in  ac- 
quiring the  appliance  because  so  few  dentists  accepted  Medi-CaJ. 
Most  dentists  charge  $1,000  for  a  partial  lower  denture,  but  Medi- 
Cal  only  pays  $289.  Even  so,  after  much  effort,  one  dentists  in 
Stanislaus  County  was  found  who  would  make  the  appliance  for 
her. 

Provider  participation  in  the  dental  program  is  also  extremely 
low. 

Four  out  of  10  dentists  in  California  refuse  to  treat  any  Medi-Cal 
recipients.  Only  1  in  10  dentists  draw  more  than  10  percent  of  their 
patients  from  Medi-Cal  recipients.  As  a  consequence,  only  one  in 
five  children  on  Medi-Cal  receive  routine  preventive  dental  care 
each  year;  the  statistics  are  even  worse  for  adults. 

As  with  obstetrics  and  orthopedics,  low  provider  participation  is 
a  reflection  of  the  absurdly  inadequate  reimbursement  rates.  In 
some  instances  the  rates  will  not  even  cover  the  cost  of  materials, 
let  alone  the  dentist's  labor  and  malpractice  premium. 

In  the  three  living  examples  provided  of  health  access  problems 
there  are  some  recurring  themes:  (1)  Private  providers  don't  want 
Medi-Cal  patients  because  Medi-Cal  reimburses  them  inadequately 
or  not  at  all;  (2)  county  hospitals  like  Scenic  General  Hospital  are 
bursting  at  the  seams.  They  have  been  expected  to  act  as  the  safety 
net  for  patients  who  can't  get  treatment  anywhere  else;  and  (3)  the 
longer  medical  care  is  delayed  the  more  expensive  it  is  to  the  tax- 
payer because  medical  expenses  will  be  greater  for  more  complicat- 
ed conditions  or  because  unemployability  forces  medically  needy 
people  to  seek  public  assistance. 

For  the  past  10  years  there  has  been  little  Federal  leadership  in 
attempting  to  come  to  grips  with  these  problems.  For  the  past  8 
years  there  has  been  virtually  no  State  leadership  as  well. 

To  the  contrary,  more  and  more  of  the  financial  burden  has  been 
put  on  the  backs  of  local  government  which  lacks  the  tax  base  to 
provide  meaningful  solutions.  It  is  time  for  some  leadership.  State 
and  Federal  health  care  policies  must  change  in  several  respects. 
Some  of  the  changes  that  would  improve  health  access  would  be: 

(1)  The  improvement  of  provider  participation  through  increased  Medicaid/ Medi- 
Cal  reimbursement  rates,  loan  forgiveness  and  indemnity  programs. 

(2)  Funding  priority  must  be  given  to  prevention  services,  and  by  prevention  serv- 
ices I  mean  support  for  programs  like  Women,  Infants  and  Children  which  provide 
food  for  low-income  women,  women  with  small  children,  nursing  mothers.  That  is  a 
program  that  was  cut  dramatically  by  the  Federal  Government. 

(3)  In  addition,  financial  support  must  be  given  for  expanded  clinical  services.  The 
real  problem  is  when  you  don't  have  access  to  a  doctor  on  a  regular  basis  you  don't 
get  preventive  care.  It  is  especially  obvious  with  the  pregnant  women.  When  they 
can't  get  in  for  prenatal  care,  they  suffer  more  problems. 
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So,  if  facilities  like  Scenic  or  the  Modesto  Family  Health  Clinic 
had  their  services  expanded  so  they  could  see  more  people  for  regu- 
larly scheduled  appointments  for  routine  care,  I  think  you  would 
see  a  dramatic  drop  in  the  number  of  high  risk  patients  and  it 
would  be  less  expensive  to  care  for  people  because  they  wouldn't  be 
faced  with  problems  that  they  are  faced  with. 

Those  are  my  three  main  points. 

Mrs.  Boxer.  You  have  one  more. 

Ms.  GoNCALVES  Altman.  Excuse  me,  and  the  fourth  point  was 
universal  health  care  coverage,  which  is  perhaps  the  most  impor- 
tant one.  I  know  that  Congress  recently  had  the  Pepper  Commis- 
sion submit  a  report  to  you  and  I  am  not  that  familiar  with  what 
the  report  says  and  what  they  are  advocating  in  terms  of  that  uni- 
versal coverage. 

In  California  there  is  a  bill  that  is  pending  by  Senator  Petris 
which  provides  universal  access  and  it  is  modeled  after  the  system 
in  place  in  British  Columbia. 

Legal  services  advocates  are  supporting  that  legislation,  only  be- 
cause there  is  the  feeling  that  it  alone  really  tackles  the  problem  of 
providing  medical  coverage  for  6  million  uninsured  people  in  Cali- 
fornia. And  those  are  my  four  suggestions. 

[The  prepared  statement  of  Ms.  Goncalves  Altman  may  be  found 
at  the  end  of  the  hearing.] 

Mrs.  Boxer.  Thank  you.  Thank  you  very  much.  Dr.  Pfeffer. 

STATEMENT  OF  JOHN  C.  PFEFFER,  M.D.,  PRESIDENT,  STANISLAUS 
MEDI-CAL  SOCIETY,  MODESTO,  CA 

Dr.  Pfeffer.  Madam  Chairwoman,  I  am  John  Pfeffer,  president 
of  the  Stanislaus  medical  Society  and  a  practicing  Obstetrician/ 
Gynecologist  in  Modesto.  It  is  a  privilege  and  an  honor  to  be  here 
today  to  represent  the  Stanislaus  Medical  Society. 

I  appreciate  the  opportunity  to  testify  before  the  House  Budget 
Committee  Task  Force  and  I  appreciate  further  your  personal  in- 
terests and  efforts  in  this  area. 

The  general  tone  and  setting  of  the  medical  community  in  Stan- 
islaus County  has  previously  been  described  to  you  in  the  other  tes- 
timony presented  today.  The  general  problem  of  access  to  care  an 
funding  of  same  has  been  discussed  as  well.  I  will  limit  my  com- 
ments to  the  special  problem  of  access  to  perinatal  care,  recogniz- 
ing that  this  is  representative  of  the  problem  at  large. 

The  issue  of  access  to  care  as  it  relates  to  obstetrical  and  perina- 
tal services  in  our  country  has  reached  crisis  proportions.  Our 
county  facility,  Scenic  General  Hospital,  has  had  to  limit  access  to 
care  for  obstetrical  patients  because  of  a  tremendous  shortage  of 
manpower,  space  limitations  and  a  desire  to  provide  excellent  care 
to  fewer  patients  rather  than  to  provide  substandard  care  to  many. 

One  of  the  major  issues  regarding  access  to  care  in  our  county  is 
the  growing  numbers  of  patients  who  are  either  dependent  upon 
the  State  to  be  a  third  party  payer,  that  is,  Medi-Cal,  the  truly 
medically  indigent  patients  or  the  working  poor,  who  are  unable  to 
afford  insurance  yet  not  poor  enough  to  qualify  for  State  or  Feder- 
al assistance.  As  a  result,  these  segments  of  the  population  cannot 
afford  private  obstetrical  care. 
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There  are  many  reasons  as  to  why  a  crisis  has  been  reached  with 
respect  to  access  in  our  county.  Many  local  obstetrical  practices  are 
closed  due  to  their  busy  practices,  regardless  of  the  type  of  insur-  ; 
ance  coverage.  In  addition,  several  practitioners  have  discontinued  ! 
delivering  obstetrical  services  within  the  last  year  altogether. 

Furthermore,  the  economics  of  accepting  these  patients  into  a 
private  practice  are  such  that  it  is  a  situation  of  a  negative  cash 
flow  and  as  such,  private  practitioners  are  reluctant  to  accept  large 
numbers  of  such  patients  into  their  care.  , 

Recent  data  has  demonstrated  that  62  percent  of  all  physicians  \ 
statewide  provide  services  free  or  at  reduced  fees  for  patients  in 
need.  This  activity  accounts  for  11  percent  of  their  weekly  practice 
hours. 

Because  of  the  increased  numbers  of  such  patients,  combined  | 
with  poor  reimbursement  and  increased  bureaucratic  demands,  \ 
providers  of  such  care  can  no  longer  absorb  the  cost.  In  1985,  it  was 
estimated  that  in  San  Francisco,  each  physician  wrote  off  $51,000  - 
per  year  as  uncompensated  care.  ■ 

In  addition,  there  was  an  average  of  $32,000  per  year  which  was  j 
discounted  from  the  usual  fees  by  Government  insurance  programs. 

Certainly  these  numbers  are  significantly  higher  today.  Because 
of  bureaucratic  problems,  such  as  a  suspension  of  files  or  denial  of  : 
claims  that  are  rampant  within  our  present  system,  all  under  the 
guise  of  accountability,  it  has  made  it  distasteful  and  unprofitable  | 
for  private  practitioners  to  provide  these  services.  j 

I  am  sure  that  the  number  of  physicians  caring  for  such  patients  ] 
as  well  as  the  percentage  of  such  patients  allowed  into  their  prac-  \ 
tices  will  diminish  inversely  as  the  paperwork  and  obstacles  in- 
crease. 

Because  of  the  genuine  concern  that  the  physicians  in  Stanislaus 
County  have  had  for  the  welfare  of  their  patients,  as  well  as  the  | 
concern  for  the  significant  increases  in  maternal  and  neonatal  mor-  \ 
bidity  and  mortality  associated  with  attending  patients  with  no  j 
prenatal  care  and  because  of  the  litigation  crisis  that  is  present  for  ! 
all  high  risk  medical  specialties  at  this  time,  the  practicing  obste-  j 
tricians  in  Stanislaus  County  have  reached  a  consensus  to  formu- 
late a  plan  of  1  year's  duration  to  provide  care  for  these  patients 
within  the  private  community. 

Because  of  the  physical  and  economic  hardships  that  this  pre- 
sents to  the  individual  practitioners  however,  this  will  only  be  a 
temporary  solution  to  a  long-term  problem. 

It  does,  however,  afford  us  a  window  of  opportunity  to  be  able  to 
establish  a  setting  that  will  enable  us  to  provide  adequate  prenatal 
and  obstetrical  services  to  these  patients,  while  seeking  a  long-term 
solution  to  this  most  pressing  problem. 

Our  obstetrical  referral  project  represents  a  unique  marriage  of 
interest  between  the  Stanislaus  County  Department  of  Health  and 
the  Stanislaus  Medical  Society.  Each  month  the  Department  of 
Health  Service  will  provide  a  link  between  obstetrical  patients  who  ] 
are  qualified  for  Medi-Cal  and  a  practicing  obstetrician  in  the  pri-  i 
vate  sector  who  will  provide  prenatal  care  and  delivery  services  for 
these  individual  patients. 

As  this  program  has  just  started  August  1,  1990,  exact  numbers  j 
are  not  available.  It  is,  however,  estimated  that  approximately  80 
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to  100  women  per  month  in  Stanislaus  County  are  now  delivering 
their  children  without  prenatal  care  through  local  emergency 
rooms  and  obstetrical  units. 

Stanislaus  County  and  the  Stanislaus  Medical  Society  have  up- 
dated their  list  of  physicians  who  are  willing  to  accept  several  addi- 
tional Medi-Cal  patients  per  month  to  provide  appropriate  care. 

Following  the  delivery  of  obstetrical  and  postpartum  care,  these 
patients  will  return  to  the  county  health  system  for  their  continu- 
ing health  care. 

Stanislaus  County  is  proud  of  our  tradition  of  volunteerism, 
social  consciousness  and  public  spiritedness.  We  are  optimistic  that 
our  current  efforts  will  not  go  unnoticed  and  will,  in  fact,  improve 
perinatal  care  within  the  community. 

We  are  deeply  concerned,  however,  that  over  the  next  several 
years  this  care  will  be  limited  because  of  the  increasing  patient 
populations  which  are  unable  to  obtain  adequate  insurance  cover- 
age, the  increasing  population  shift  to  our  rural  communities,  and, 
coupled  with  the  decreasing  reimbursement,  physicians  will  be  re- 
luctant to  continue  working  for  less  than  the  cost  of  their  over- 
head. 

Additionally,  it  is  becoming  increasingly  more  difficult  to  entice 
physicians  to  continue  their  practices  in  obstetrics  given  the  socio- 
economic scenario  currently  present  and  the  litigation  crisis  con- 
stantly rearing  its  ugly  head. 

In  brief,  there  appear  to  be  several  major  obstacles  to  providing 
appropriate  prenatal  services  in  our  county.  First  of  all  is  the  li- 
ability crisis  which  I  believe  is  directly  responsible  for  the  decreas- 
ing number  of  physicians  willing  to  provide  obstetrical  services. 

Second,  the  underpayment  of  services  rendered,  often  at  less 
than  overhead,  make  it  economically  unfeasible  for  physicians  to 
provide  such  services. 

Third,  the  increased  burden  of  cumbersome  paperwork  and 
lengthy  appeals  to  billing  suspensions  and  denials  make  the  whole 
effort  unrewarding  and  not  worthwhile. 

Fourth,  the  major  societal  problems  of  substance  abuse,  particu- 
larly as  they  relate  to  narcotics  and  alcohol  addiction,  compound 
the  already  high  risk  population  who  have  not  accessed  themselves 
to  prenatal  care,  leading  to  increased  risk  to  the  mother  and  child 
medically,  and  legally  to  the  physical  rendering  care. 

Fifth,  there  is  the  constant  problem  of  educating  the  public  as  to 
the  benefits  of  providing  prenatal  care.  Some  women  simply  don't 
seek  prenatal  care,  even  when  it  is  available  to  them. 

The  solutions  to  these  problems  are  complex  and  varied.  Several 
factors  must  come  into  play. 

(1)  Reimbursement  for  care  rendered  must  be  increased  to  appro- 
priate levels.  The  usual  Medi-Cal  rate,  varying  between  35  and  47 
percent  of  the  usual  and  customary  charges,  are  below  that  often 
needed  to  cover  the  office  overhead. 

The  recent  decision  to  reimburse  all  obstetrical  services  at  uni- 
versal rates  with  global  fee,  regardless  of  the  risks  encountered, 
the  skill  necessary  or  the  work  done  has  further  reduced  this  per- 
centage. 
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The  Medi-Cal  reimbursement  for  a  surgical  assistant  on  a  cesare- 
an section  is  so  abhorrently  low — $60 — that  it  is  increasingly  diffi- 
cult to  find  physicians  willing  to  render  such  assistance. 

Additionally,  pediatric  and^  anesthesia  services  are  more  severely 
underpaid  or  simply  are  not  reimbursed.  The  pediatrician  at  a  ce- 
sarean section,  I  believe,  is  paid  $12.  Therefore,  certain  services  are 
not  available  to  these  patients  and  procuring  appropriate  pediatric 
care  is  increasingly  more  difficult  to  obtain. 

Mrs.  Boxer.  If  you  call  in  a  pediatrician  

Dr.  Pfeffer.  If  I  have  to  call  a  pediatrician  to  attend  a  Medi-Cal 
cesarean  delivery  at  3  in  the  morning,  my  understanding  is  they 
get  reimbursed  $12  for  that. 

If  the  physicians  providing  care  cannot  meet  their  cost  and 
afford  a  small  margin  of  profitability,  the  majority  of  us  will 
simply  not  render  this  care  in  addition  to  the  "tithing"  that  we  are 
already  providing. 

A  reduction  in  the  bureaucratic  demands  and  expenses  is  a  must 
in  order  to  make  the  care  affordable  to  the  State.  This  will  allow 
the  physician  the  opportunity  to  practice  medicine  in  relative  ease 
without  the  excess  burden  of  paperwork  that  is  often  duplicated, 
confusing  and  cumbersome. 

Recent  estimates  have  shown  that  independent  of  the  cost  of  pa- 
tient care,  the  cost  of  running  the  American  payment  system  may 
account  for  more  than  half  the  difference  in  cost  between  the  Ca- 
nadian and  the  U.S.  health  systems. 

The  litigation  crisis  needs  to  be  addressed  in  a  more  effective 
manner  by  the  legislature.  Certainly,  we  would  be  most  pleased 
with  support  of  Senator  Hatch's  proposal  of  establishing,  in  a 
sense,  a  Federal  MICRA. 

In  this  regard,  a  major  Harvard  University  study  of  malpractice 
in  New  York  hospitals  recently  noted  that  over  80  percent  of  the 
cases  filed  by  lawyers  involved  no  negligence. 

In  other  words  over  80  percent  of  the  patients  who  sued  had  no 
basis  for  doing  so.  Additionally,  the  most  striking  statistic  in  the 
study  was  that  99  percent  of  the  patients  received  treatment  with- 
out any  negligence  occurring. 

A  1-percent  rate  of  negligence,  I  believe,  is  a  statistic  to  be  proud 
of.  I  can  think  of  no  other  profession  in  the  country  that  can  boast 
such  an  outstanding  record. 

Currently  the  county  hospital  is  our  safety  net.  I  would  add  one 
final  plea  to  maintain  appropriate  reimbursement  to  the  counties 
for  the  continued  staffing  of  these  facilities. 

Increased  reduction  in  the  reimbursement  to  the  hospitals  even- 
tually translates  to  a  loss  of  the  safety  net  with  an  inability  to 
maintain  the  level  of  care,  the  staffing  personnel  and  the  physical 
plant  that  are  required  to  stay  competitive  in  today's  medical  envi- 
ronment. 

Seed  money  is  needed  to  help  establish  CPSP  clinics  and  the  like 
that  will  continue  to  allow  us  to  extend  care  to  these  patients  in  a 
preventive  manner,  one  that  has  been  shown  to  be  efficacious  with 
respect  to  medical  economics,  decreasing  morbidity,  mortality,  and 
expenditures. 

I  believe  there  must  be  change  in  the  public  philosophy  such  that 
access  to  care  truly  relates  to  a  privilege  and  not  a  right  in  our  so- 


ciety.  I  do  believe  that  the  society  has  a  duty  to  care  for  these  pa- 
tients, but  not  at  the  extreme  cost  to  the  taxpayer. 

In  our  country  we  have  been  fortunate  enough  to  have  leader- 
ship, the  wisdom  and  the  beneficence  of  the  local  physicians  that 
will  allow  us  to  search  for  solution  to  the  serious  problems  con- 
fronting us.  The  assistance  of  you  and  your  colleagues  is  desperate- 
ly needed  and  most  welcome. 

We  have  allowed  a  window  of  1  year,  in  our  community,  to  find 
some  permanent  solutions.  I  hope  that  we  can. 

Thank  you  for  allowing  me  to  present  these  comments  to  you 
today. 

[The  prepared  statement  of  Dr.  Pfeffer  may  be  found  at  the  end 
of  the  hearing.] 

Mrs.  Boxer.  Thank  you,  doctor.  I  must  say  this  panel  has  been 
terrific.  I  have  some  questions  for  you  but  before  I  get  to  those  I 
would  like  to  say  that  I  am  very  pleased  we  have  in  the  audience 
two  gentlemen  who  are  not  on  the  panel  but  just  having  them  here 
says  a  lot  for  their  concern.  Doug  Dent,  the  administrator  of 
Merced  Medical  Center,  Dan  Sepponeri  who  is  administrator  of  Ev- 
ergreen Convalescent  Hospital.  Thank  you  for  being  here. 

I  also  see  Perry  Richard,  Director  of  Public  Health  and  Larry 
Poster,  Director  of  Medical  Health  is  here  also.  We  are  very 
pleased  that  you  can  all  be  here  today. 

By  the  way,  I  have  a  special  setup  where  we  are  going  to  leave 
the  record  open  for  2  weeks,  so  if  there  is  anyone  in  the  audience 
who  would  like  to  get  their  comments  into  the  record  of  this  hear- 
ing, just  talk  to  Lynne  Richardson,  Task  Force  Director  and  get  her 
card. 

I  have  so  many  questions  but  I  will  try  to  be  concise.  First  of  all, 
Ms.  Goncalves  Altman,  you  by  way  of  showing  us  some  interesting 
examples,  gave  me  a  very  clear  view  of  what  is  happening  which  I 
want  to  take  the  case  of  the  individual  with  the  knee  injury  who 
was  a  working  person  who  had  no  health  insurance  at  his  job  but 
thought  he  was  covered  by  Worker's  Compensation?  Is  that  the  

Ms.  Goncalves  Altman.  Well,  he  should  have  been  covered  by 
Worker's  Compensation.  The  employer  hadn't  taken  it  out  and  cov- 
ered him. 

Mrs.  Boxer.  And  he  also  wasn't  covered  by  any  health  insurance. 
Ms.  Goncalves  Altman.  No. 

Mrs.  Boxer.  It  was  one  of  those  uninsured  workingmen. 

Ms.  Goncalves  Altman.  Right,  but  he  was  injured  on  the  job  so 
if  the  employer  had  had  Worker's  Compensation  

Mrs.  Boxer.  I  understand,  but  the  employer  never  paid  health 
insurance  for  him. 

Ms.  Goncalves  Altman.  No. 

Mrs.  Boxer.  Nor  did  the  employer  have  Worker's  Comp. 
Ms.  Goncalves  Altman.  Right. 

Mrs.  Boxer.  Which  is  a  very  despicable  set  of  circumstances 
when  you  are  in  the  construction  industry.  So  here  is  someone  who 
should  have  gotten  health  care  because  he  was  injured  working  on 
the  job,  didn't,  and  because  of  circumstances,  couldn't  find  a  doctor 
to  take  Medi-Cal,  which  is  understandable  considering  what  we  are 
looking  at,  and  couldn't  go  to  the  hospital  because  of  the  circum- 
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stances  beyond  their  control,  and  so  for  a  year  couldn't  get  medical 
care. 

And  so  there  are  many  who  are  just  not  getting  medical  care. 
But  this  is  a  person  who  just  has  no  insurance  and  I  guess  I  want 
to  ask  Ms.  Finley  this  question. 

We  have  a  county  hospital  and  essentially  we  were  under  the  im- 
pression that  everyone  has  insurance — more  people  do  have  insur- 
ance than  do  not  and  at  least  we  didn't  know  about  too  many 
people  who  didn't  have  insurance  and  the  problems  that  went  on. 
So  the  notion  of  our  county  hospital  was,  if  you  were  uninsured, 
you  went  to  the  county  hospital. 

So  now  it  is  like  you  have  a  huge  burden  because  you  are  taking 
Medi-Cal  patients  who  are  getting  turned  away  from  private  prac- 
tice for  reimbursement  reasons,  you  are  getting  people  with  no 
health  insurance.  What  do  you  do  with  them  when  they  come  in? 

Ms.  Finley.  We  continue  to  treat  everyone  but,  of  course,  that 
just  exacerbates  the  situation. 

Mrs.  Boxer.  Do  you  get  zero  or  do  you  do  a  sliding  scale? 

Ms.  Finley.  Well,  we  do  try  to  get  them  on  the  indigent  health 
care  programs  and  that  is  basically  the  males  that  do  not  qualify 
for  Medi-Cal.  Many  of  those  are  working  adults. 

At  the  same  time,  that  is  the  exact  fund  that  we  had  in  the  last 
18  months  a  $1.3  million  cut  in  and  it  is  our  plan  at  the  moment, 
or  our  expectation,  rather,  that  the  next  budget  cycle  in  Sacramen- 
to will  take  away  the  remaining  $3.2  million. 

And  so  they  are  putting  us  greatly  as  risk  for  that  uninsured,  un- 
derinsured  population  and  we  really  just  plain  don't  have  the  ca- 
pacity, either  physically  or  providers,  to  meet  the  need. 

Mrs.  Boxer.  What  if  somebody  comes  in  and  they  have  no  health 
insurance.  They  work,  let's  say,  a  minimum  wage  job  or  a  little 
above  and  they  have  some  assets.  When  they  come  in — they  have 
to  come  in  because  they  have  some  injury  that  if  they  don't  fix 
they  could  no  longer  work. 

What  do  you  do?  You  don't  take  away  your  last  dollar,  do  you? 

Ms.  Finley.  No,  no,  we  don't  do  that.  There  is  a  financial  screen. 
We  try  to  get  them  qualified  for  any  program  that  exists  and  if 
they  don't,  they  are  considered  a  persona]  pay,  if  they  have  assets 
greater  than  the  screens.  And  the  reality  is,  we  usually  don't  get 
paid. 

Mrs.  Boxer.  Let  me  just  go  through  this.  You  take  care  of  the 
people  who  are  the  working  poor  without  any  insurance.  You  take 
care  of  the  Medi-Cal  people  that  get  turned  away  from  the  private 
sector  and  do  you  have  regular  paying  patients  with  insurance? 

Ms.  Finley.  It  gets  increasingly  less  and,  of  course,  just  as  you 
pointed  out,  the  tradition  of  county  hospital  is  perceived  to  be  un- 
compensated or  unemployed  people  and  of  course  with  the  failing 
physical  plant,  how  can  we  compete  with  programs  that  have  high 
marketing  and  high  capital  improvement  budgets. 

Mrs.  Boxer.  How  about  the  Medicare  part?  Do  you  have  repre- 
sentative  

Ms.  Finley.  Well,  frankly,  we  are  prevented  with  treating  a  lot 
of  Medicare  patients  because  the  private  hospitals  all  have  pro- 
grams that  forgive  the  deductible  for  their  Medicare  patients  which 
we  are  not  allowed  to  do.  That  is  considered  a  gift  of  county  funds 
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so  we  can't  advertise  that  we  will  take  everybody  and  it  won't  cost 
them  anything. 

That  is  in  spite  of  the  fact  that  every  one  of  our  doctors  takes 
assignment,  which  is  very  unusual  in  the  community,  and  yet  we 
can't  advertise  because  we  don't  forgive  the  deductible. 

Mrs.  Boxer.  So  that  I  understand,  you  can't  compete  for  the  pa- 
tients, essentially,  that  pay  their  way  or  at  least  

Ms.  FiNLEY.  That  have  options,  right. 

Mrs.  Boxer.  So  you  are  predominantly  dealing  with  those  people 
who  don't  pay  their  way  and  you  are  struggling  over  this. 
Ms.  Finley.  Absolutely. 

Mrs.  Boxer.  What  would  happen — and  the  first  thing  I  want  to 
say  is  I  am  so  happy  to  see  my  best  friend  from  Mississippi,  one  of 
the  great  Members  of  Congress,  a  really  wonderful  voice  from  the 
south  for  people  programs  for  children,  for  health  care,  he  sits  on 
this  Task  Force. 

And  we  have  problems  here  this  morning  because  the  Medi-Cal 
program,  which  is  Medicaid  here,  so  under-reimburses  that  the 
county  hospital  that  takes  care  of  these  people  is  overburdened 
with  these  cases  and  that  is  about  what  we  have  heard. 

Mr.  Espy.  Thank  you. 

Mrs.  Boxer.  What  would  happen  if  this  hospital  closed.  Dr. 
Pfeffer? 

Dr.  Pfeffer.  We  would  have  a  lot  of  problems.  We  really  would 
have  a  disaster.  The  number  of  patients  that  are  cared  for  there 
would  present  themselves  to  the  private  hospital  emergency  rooms 
which  by  law  would  have  to  provide  for  those  patients. 

Those  hospitals  are  three  or  four  in  the  county,  but  two  in  the 
city,  and  really  are  overburdened.  They  don't  have  room.  The  oper- 
ating room  for  elective  cases,  sometimes  this  summer,  have  been 
working  24  hours  per  day.  There  simply  are  no  beds. 

We  have  patients  who  have,  in  both  of  these  hospitals,  spent  the 
night  in  the  recovery  room  because  there  are  no  beds  to  put  them 
anywhere  and  closing  this  facility  would  aggravate  that. 

Economically,  I  am  sure  it  would  be  very  hard  for  the  hospitals 
to  provide  care  for  many  of  the  patients  who  are  there  a  long  time 
with  serious  problems  with  little  to  no  reimbursement. 

The  facilities  just  aren't  large  enough  to  handle  the  load. 

Mrs.  Boxer.  Ms.  Goncalves  Altman. 

Ms.  Goncalves  Altman.  When  the  closure  was  threatened  last 
year  there  was  a  blue  ribbon  committee  that  was  appointed — actu- 
ally, Ms.  Finley  was  on  it — and  a  study  was  done  by  Arthur  Young. 
And  one  of  the  things  that  they  looked  at  was  what  the  impact 
would  be  to  the  community. 

And  I  don't  recall  the  figures  specifically,  maybe  Ms.  Finley  does, 
but  what  they  indicated  was  that  the  private  hospitals  in  the 
county  did  have  the  capacity  to  absorb  the  inpatients  from  Scenic 
but  there  was  no  way  that  those  emergency  rooms  could  handle  all 
of  the  outpatient  visits  from  Scenic. 

And  the  real  problem  would  be  that  people  wouldn't  be  able  to 
go  anywhere,  really,  for  that  preventive  routine  care  and  there 
would  be  more  and  more  of  a  burden  on  those  private  facilities  on 
their  emergency  rooms  which  are  already  burdened. 
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Mrs.  Boxer.  I  want  to  compliment  you  on  this  program  you 
worked  out  where  the  OB/Gyn  agreed  that  there  would  be  three 
Medi-Cal  patients — new  patients — taken  every  month.  Is  that  cor- 
rect? 

Dr.  Pfeffer.  Yes,  basically  what  we  have  done  is  I  was  able  to 
convince  most  of  the  obstetricians  in  town  to  participate  and  what 
will  happen,  on  a  rotational  basis  the  county  people  take  as  many 
people  as  they  can  handle  and  above  that  the  patients  will  be  dis- 
tributed to  the  local  obstetricians. 

Now  we  only  agreed  to  do  that  for  1  year,  though,  because  the 
one  physician  who  elected  not  to  participate  said  that,  ''Well,  why 
should  I  do  that  when  I  am  turning  away  private  insurance  pa- 
tients? We  are  all  overloaded." 

In  this  community  we  have  had  a  number  of  people  retire.  We 
have  had  a  couple  replacements  come  in.  All  the  family  practition- 
ers except  a  handful  have  gotten  out  of  the  obstetrical  business  be- 
cause of  the  litigation  crisis.  So  we  have  fewer  providers  than  we 
had  before  with  the  population  expanding. 

They  have  agreed  to  do  this  for  1  year  with  the  understanding 
that  that  gives  us  1  year  to  try  to  find  a  permanent  solution.  That 
is  a  very  arduous  task. 

At  the  end  of  the  year  I  think  that  most  of  the  private  physicians 
will  back  out  of  this  because  it  simply  is  not  profitable  and  to  be 
honest  I  think  that  one  of  the  problems  that  we  see  with  Medi-Cal 
we  are  beginning  to  see  with  the  private  insurance  companies. 

One  of  the  former  presidents  of  the  Los  Angeles  County  Medical 
Society  did  a  study  a  number  of  years  ago  looking  at  where  the  dol- 
lars went  and  it  was  very  interesting.  For  every  dollar  spent  on 
Medi-Cal,  50  percent  went  to  administration  of  the  program. 

And  we  see  that  happening  more  and  more  in  the  private  insur- 
ance companies  also.  The  cost  of  medical  care,  in  large  part,  is  not 
due  to  the  physician's  fees  going  up.  It  is  due  to  the  bureaucratic 
fees  and  demands  going  up,  what  I  think  is  under  the  guise  of  ac- 
countability, particularly  when  you  look  at  the  study  that  I  com- 
mented on,  where  there  is  a  1-percent  mismanagement  rate. 

If  we  are  spending  50  percent  of  our  dollars  to  look  after  that  1 
percent,  our  dollars  are  going  the  wrong  place.  We  simply  have 
fewer  providers  at  lower  reimbursement. 

The  first  several  months  of  this  year,  the  assistant  at  a  cesarean 
section  was  paid  exactly  the  same  as  the  assistant  at  a  vaginal  de- 
livery and  it  took  someone  in  Sacramento  4  months  to  figure  out 
that  there  was  no  assistant  at  a  vaginal  delivery,  so  the  assistant 
didn't  get  paid. 

You  can't  find  assistants  to  come  in  and  provide  care  when  they 
don't  get  paid. 

Mrs.  Boxer.  Who  sets  these  Medi-Cal  reimbursement  levels? 

Dr.  Pfeffer.  Someone  with  wisdom  in  Sacramento,  I  guess. 

Mrs.  Boxer.  I  want  to  thank  this  panel  very  much.  You  have 
educated  me,  and  I  am  very  clear  about  the  kind  of  burdens  you 
are  seeing  and  where  the  downfalls  are  and  they  are  right  here  at 
your  doorstep  and  you  are  dealing  with  them  and  while  President 
Bush  still  talks  about  building  star  wars,  the  cold  war  is  over,  as  I 
understand  it,  and  that  is  really  the  battlefield  for  us  when  we  go 
back. 
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Because  with  this  crisis  in  the  Middle  East,  I  hope  it  won't  give 
people  an  excuse  to  say,  "Well,  we  have  to  be  prepared  for  a 
crisis."  And  of  course  it  is  a  challenge  and  we  need  different  types 
of  responses  but  not  the  same  nuclear  weapons  and  that  is  the  kind 
of  argument  that  we  get  into. 

Thank  you  very  much  to  this  panel  and  Mr.  Espy,  thank  you  for 
joining  us  today. 

I  would  like  to  say  you  have  been  a  real  bright  light  in  Congress, 
reaching  out  and  working  on  so  many  issues.  So  why  don't  I  turn  it 
over  to  you  to  provide  us  with  an  opening  statement  for  anjrthing 
you  would  like  to  say. 

Mr.  Espy.  I  would  simply  like  to  welcome  you  here  today.  It  is  so  • 
important  that  someone  pay  attention  to  the  rural  areas  and  the 
central  areas  in  terms  of  health  care  and  we  appreciate  the  fact 
that  you  are  here  and  were  present  yesterday  and  we  have  some 
real  concerns  with  situations  with  rural  health  care  here. 

And  it  is  important  for  us  to  <Jollect  the  information  and  take  it 
back  so  we  can  make  some  intelligent  decisions  as  to  health  care  in 
rural  areas.  And  I  know  you  worry  about  Medicare  and  we  have 
heard  about  rural  hospitals.  One  of  the  areas  of  concern  for  us  as 
the  meeting  goes  on  today  is  the  fact  of  personnel,  recruitment  of 
personnel. 

Once  again,  rural  areas  have  a  difficult  time  keeping  physicians 
and  nurses  and  the  health  care  people  in  the  area  because  they  can 
go  elsewhere  and  make  more  money  and  that  is  difficult.  So  that  is 
one  of  the  areas  that  I  know  a  lot  of  people  in  the  Central  Valley 
and  especially  in  the  west  are  interested  in  and  maybe  as  we  go  on 
here  today  we  will  hear  some  of  that. 

I  would  like  to  thank  you,  Mrs.  Boxer  for  holding  this  hearing 
and  all  the  others  that  you  set  up  as  Chairperson  of  the  Task  Force 
for  Human  Resources. 

And  through  the  many  months  that  you  have  chaired  this  Task 
Force  you  have  heard  about  problems  with  Medicare,  AIDS,  bio- 
chemical research,  dental  and  health  care  and,  of  course,  a  pro- 
gram close  to  my  heart,  the  WIC  program. 

I  come  today  to  Modesto  from  the  delta  of  Mississippi  which 
many  would  call  the  third  world  within  the  United  States  of  Amer- 
ica. So  really  what  I  am  talking  about  are  third  world  statistics. 
Places  like  Humphrey's,  MS,  where  out  of  1,000  babies  born,  about 
33  of  them  won't  live. 

So  in  Mississippi,  we  have  some  of  the  same  problems  that  you 
have  here,  not  enough  physicians,  patients  falling  through  the 
cracks  and  left  without  health  insurance  or  left  without  any  suffi- 
cient health  insurance. 

In  Mississippi  about  760,000  people,  or  30  percent  of  the  entire 
State,  are  people  there  without  any  health  insurance.  However,  52 
of  our  82  counties  are  health  net  power  shortage  areas.  Fourteen 
hospitals  have  closed  since  1985. 

Besides  being  a  Mississippian,  I  have  the  honor  to  serve  on  the 
House  Budget  Committee  and  Congresswoman  Boxer's  Task  Force. 
By  coming  to  this  hearing  today,  I  hope  to  learn  more  about  the 
specific  health  care  dilemma.  With  the  information  that  we  gather 
here  we  will  go  back  to  Washington,  as  Mr.  Condit  already  said, 
and  share  it  with  our  colleagues  and  use  this  information  as  am- 
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munition.  The  ammunition  we  need  is  to  convince  our  colleagues 
that  we  must  place  a  priority  on  health  care  and  when  I  say  a  pri- 
ority, I  don't  mean  just  allocating  more  money,  but  rather  allocat- 
ing more  time  to  solving  these  problems  with  more  concern  and 
more  money. 

I  share  Mrs.  Boxer's  concern  also  about  some  of  those  who  might 
wish  to  use  the  crisis  in  the  Middle  East  and  the  Persian  Gulf  with 
increasing  money  to  defense  allocations.  I  say,  as  she  already  said, 
I  still  don't  think  we  need  more  nuclear  bombs  and  I  don't  think  a 
strong  defense  has  to  be  that. 

Over  the  past  year  we  have  had  proposals  to  increase  access  to 
health  care  in  both  the  House  and  the  Senate.  We  passed  a  reau- 
thorization of  the  National  Health  Service  Corps.  With  this  bill  we 
have  revitalized  the  scholarship  program  and  increased  the  maxi- 
mum amount  of  loan  repayment  to  $30,000. 

We  are  also  working  on  the  Medicare  reimbursement  for  nurs- 
ing, the  Medicare  reimbursement  for  physician  services.  All  of 
these  are  proposals  that  are  aimed  at  getting  health  care  to  the 
areas  that  are  most  neglected. 

As  Mrs.  Boxer  indicated,  we  are  aware  of  our  budget  crunch.  If 
we  allow  sequestration  to  kick  in,  on  October  1,  we  will  lose  about 
7,000  National  Institute  of  Health  grants,  approximately  $69  mil- 
lion will  be  cut  from  our  funds  for  providing  health  care  to  veter- 
ans and  AIDS  funds  will  be  reduced  by  about  $55  million. 

And  that  is  just  some  of  the  minor  effects  of  sequestration.  We 
must  bring  the  information  that  we  get  from  these  hearings  back 
to  Washington  so  that  we  can  negotiate  before  sequestration  and 
these  cuts  will  not  impact  the  program.  So,  again,  I  will  thank  you 
for  allowing  me  to  be  here. 

Mrs.  Boxer.  Thank  you.  Congressman.  I  want  to  respond  briefly 
to  what  both  of  you  said.  As  Congressman  Espy  describes,  I  was 
really  amazed  yesterday  at  the  crisis  we  are  facing  in  our  rural 
health  care. 

I  mean,  a  prediction  by  a  doctor  from  Children's  Hospital  there 
that  in  several  years  50  percent  of  the  children  in  Fresno  County 
will  be  on  Medi-Cal — 50  percent — which  means  that  children  in 
Fresno  County  are  going  to  be  impoverished. 

And  the  nationwide  statistics  are  a  quarter  of  our  children. 
Shameful  enough.  Bad  enough.  But  here,  in  this  area,  that  half  of 
the  people  in  Fresno  County  will  be  impoverished  and  be  on  Medi- 
Cal  and  after  you  hear  some  of  our  other  witnesses  you  will  find 
that  Medi-Cal  simply  isn't  working. 

Doctors  aren't  taking  it.  One  example  that  Dr.  Pfeffer — no,  a  pe- 
diatrician who  is  called  to  a  Medi-Cal  birth  is  getting  paid  $12,  for 
a  cesarean  $60.  It  is  a  fraud.  It  is  a  program  that  is  out  there  that 
is  fraudulent  and  what  is  happening  is  the  county  facility  has  to 
pick  this  up. 

And  just  that  you  understand,  Mr.  Espy,  what  we  are  up  against 
in  California,  the  Governor  just  slammed  the  whole  health  budget, 
medical  health  and  health  budget.  So  what  is  hanging  over  our 
heads  is  the  sword  that  that  would  come  down  on  top  of  the  sword 
that  Deukmajian  took.  We  are  talking  about  disaster. 

Today  we  are  talking  about  the  crisis.  When  I  set  this  hearing  up 
I  didn't  know — it  wasn't  clear  what  I  was  going  to  learn  and  now  I 
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am  getting  reinvigorated  to  go  down  to  Mr.  Condit's  district  where 
there  are  a  lot  of  immigrants  coming  in,  refugee  populations,  who 
are  very  resistant  to  child  immunizations  and  25  percent  of  the 
measle  deaths  in  California  were  in  Fresno  because  of  cultural  dif- 
ferences. 

So  we  provided  that  scene  to  the  Federal  Government.  What  we 
didn't  understand  is  that  we  have  to  provide  people  who  speak  the 
language  to  go  out  and  persuade  these  families  that  they  have  to 
protect  their  children. 

So  we  have  a  lot  to  do  in  the  Central  Valley  here  under  the  lead- 
ership of  Gary  Condit  and  Rick  Lehman.  I  am  really  looking  for- 
ward to  working  with  them  more  now  than  I  have  done  in  the  past 
because  I  feel  I  am  getting  information. 

Let  me  call  out  the  second  panel.  Michael  Sullivan,  Executive  Di- 
rector of  the  Merced  Family  Health  Centers,  Inc.  Linda  Perry,  R.N. 
and  M.S.,  Director  of  Community  Health  Services,  Stanislaus 
County  Department  of  Public  Health  and  Ana  C.  Huesca,  con- 
sumer. 

We  welcome  you  all.  Please  try  to  remain  within  the  5  or  6  min- 
utes please.  We  will  give  you  the  1-minute  signal  and  we  welcome 
you  and  we  look  forward  to  your  testimony.  Mr.  Sullivan,  why 
don't  you  begin. 

STATEMENT  OF  MICHAEL  O.  SULLIVAN,  EXECUTIVE  DIRECTOR, 
MERCED  FAMILY  HEALTH  CENTERS,  INC.,  MODESTO,  CA 

Mr.  Sullivan.  Thanks  for  the  privilege  to  present  information  to 
you  and  your  Task  Force  related  to  health  care  access.  Federal  fi- 
nancing, and  cost  needs  of  underserved  populations  especially 
women,  children,  and  minorities  in  the  Central  Valley. 

My  name  is  Mike  Sullivan  and  for  the  past  25  years  I  have  tried 
to  improve  the  health  care  status  of  people  in  need  both  in  the 
United  States  and  in  the  developing  third  world. 

I  have  three  wishes  that  I  know  our  Government  can  grant,  how- 
ever difficult  the  political  realities: 

(1)  That  we  put  in  place  soon  a  National  Health  Plan,  its  financing  weighted 
toward  prevention  and  primary  care,  and  assuring  equal  access  to  all  U.S.  residents. 
I  personally  believe  there  is  much  waste,  inefficiency,  and  institutional  and  personal 
greed  in  the  current  system,  and  an  inordinate  and  lopsided  expenditure  of  re- 
sources paying  for  hospital  and  specialist  care  that  must  be  redirected. 

Only  when  consensus  is  reached  on  a  rational,  accessible  and  prevention  and  pri- 
mary care  based  health  system,  will  we  be  in  a  position  to  control  costs  and  limit 
negative  outcomes  such  as  high  infant  mortality  which  is  a  national  disgrace. 

(2)  That  rural  America's  (and  the  San  Joaquin  Valley's)  special  health  care  needs 
be  fully  integrated  into  the  agenda  of  a  National  Health  Plan.  Specifically,  rural 
Americans  must  achieve  equal  access  to  physician  resources,  especially  primary 
care  M.D.s. 

There  are  too  many  physician  underserved  rural  communities  in  America  caused 
by  lifestyle  needs  of  young  M.D.s,  tremendous  growth  of  female  physicians,  competi- 
tion from  foreign  M.D.'s,  and  training  methodologies  in  medical  and  residency  pro- 
grams creating  dependency  on  high-tech  equipment  and  facilities,  and  group  prac- 
tice association  not  available  to  rural  communities.  A  National  Physician  Service  or 
obligation  will  have  to  be  incorporated  into  a  National  Health  Plan. 

(3)  And  finally,  that  until  my  first  two  wishes  are  granted,  that  there  be  a  contin- 
ued and  increased  grant  financing  to  fill  in  the  gaps  of  care  needed  by  a  growing 
underserved  and  uninsured  population  of  high  risk  special  people  including  the 
urban  poor,  the  homeless,  migrant  farm  workers,  the  rural  poor,  those  on  Medi-Cal, 
poor  pregnant  women,  the  children  of  our  poor,  and  refugees  from  Southeast  Asia. 
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I  am  currently  the  Executive  Director  of  the  Merced  Family 
Health  Centers,  Inc.,  a  Federal  and  State  supported  Migrant  and 
Community  Health  Center.  We  operate  six  clinic  sites  as  a  nonprof- 
it consumer-based  corporation  serving  the  poorest,  most  medically 
and  dentally  underserved  populations  in  Merced  and  Stanislaus 
Counties.  Our  mission  is  to  provide  quality  primary  health  care 
services  in  the  communities  we  serve  regardless  of  language,  finan- 
cial or  cultural  barriers. 

Our  agency  has  a  work  force  of  over  110  full-time  employees 
serving  more  than  25,000  individuals  which  accounts  for  over 
90,000  visits  annually  providing  them  with  basic  medical,  dental, 
and  nutrition  care  including  the  services  of  primary  care  physi- 
cians and  dentists,  nurse  practitioners,  nurse  midwives,  registered 
nutritionists,  and  certified  physician  assistants. 

We  support  this  clinical  team  with  diagnostic  laboratory  and  ra- 
diological services,  pharmaceuticals,  family  planning  and  HIV  edu- 
cation, childbirth  classes,  WIC,  and  total  perinatal  care,  just  to 
name  a  few. 

Our  patients  are  70  percent  Hispanic,  10  percent  Asian,  15  per- 
cent white,  and  5  percent  black.  They  are  mostly  farm  workers,  but 
also  include  the  homeless  of  Modesto,  Southeast  Asian  refugees, 
the  unemployed  and  the  working  poor. 

In  addition,  we  serve  patients  from  six  different  language  groups 
including  Spanish,  Hmong,  Laotian,  Vietnamese  and  Cambodian. 
All  of  our  educational  materials,  consent  forms,  et  cetera,  are 
translated  for  our  patients. 

Nearly  55  percent  of  our  patients  are  completely  uninsured  for 
health  care  services;  for  these  patients,  were  it  not  for  our  agency, 
the  only  available  sources  of  care  would  be  the  emergency  room 
and  the  outpatient  departments  of  the  local  county  hospitals  in 
Merced  and  Modesto. 

Even  for  the  35  percent  of  our  patients  who  are  covered  by  Med- 
icaid, options  for  receiving  care  elsewhere  are  extremely  limited. 
Most  private  practice  physicians  refuse  to  accept  Medicaid  benefici- 
aries, or  provide  care  only  to  a  minuscule  number  of  them. 

Thus,  while  we  are  regularly  overwhelmed  with  a  number  of  un- 
insured patients  far  exceeding  our  capacity  to  care  for  them,  you 
should  also  be  aware  that,  in  the  Valley,  as  in  so  many  communi- 
ties across  the  Nation,  we  face  an  ever-increasing  number  of  Medic- 
aid clients  who  see  us  as  the  only  truly  available  source  of  care  left 
for  them. 

I  am  proud  of  the  fact  that,  over  the  18  years  of  our  existence, 
Merced  Family  Health  Centers,  as  is  true  of  CHC's  nationwide,  has 
provided  comprehensive,  continuous,  community-based  primary 
health  care  services  to  thousands  of  valley  residents  who  would 
otherwise  have  gone  without  care  until  they  were  seriously  ill,  or 
would  have  sought  some  form  of  episodic,  noncontinuous  care  from 
some  other  source. 

I  know  that,  as  a  result  of  our  presence  and  our  work,  our  pa- 
tients and  the  community  as  a  whole,  is  healthier  and  more  pro- 
ductive; and  that  as  a  result  of  our  emphasis  on  prevention,  early 
diagnosis  and  treatment,  and  health  promotion,  we  have  saved 
them,  and  society  as  well,  both  money  and  more  importantly,  lives. 
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But  it  is  difficult,  even  for  a  Migrant  Community  Health  Center 
like  mine,  to  serve  so  many  uninsured  individuals  and  families  de- 
spite the  fact  that  we  receive  partial  Federal  support  to  do  so.  I 
have  seen  a  dramatic  increase  in  waiting  time  for  new  patients  and 
appointments  for  nonacute  care  increased  from  a  reasonable  1- 
month  period  to  over  3  months. 

Our  experience  has  taught  us  much  and  we  have  tried  to  learn 
from  it,  but  one  important  thing  that  it  has  taught  me  is  that 
when  you  begin  to  talk  about,  or  to  consider  options,  for  improved 
access  to  care  for  people  who  are  not  in  the  mainstream  of  health 
care  today,  it  is  not  enough  to  focus  on  how  the  bills  will  be  paid  or 
by  whom. 

If  you  are  truly  interested  in  improving  the  health  of  these  popu- 
lations— whether  they  be  uninsured,  low-income,  minority,  non- 
English-speaking,  homeless,  substance  abusing,  HIV-infected,  or 
whatever — then  it  is  imperative  that  you  focus  on  where  they  will 
go  for  care,  not  just  on  who  will  pay. 

We  need  more  ambulatory  care  providers,  more  clinics,  staffed 
with  qualified  health  professionals,  to  be  access  points  for  care,  and 
to  coordinate  and  manage  the  patients'  care  through  other  provid- 
ers, both  specialty  and  inpatient  services,  as  well.  I  happen  to  think 
that  the  Community  Health  Centers  can  and  should  serve  as  the 
perfect  model  for  such  a  system  and  with  good  reason: 

They  have  25  years  of  proven  experience  making  health  care  accessible  to  under- 
served  people  and  communities; 

They  are  community-based,  and  therefore  responsive  to  their  communities'  needs 
and  circumstances; 

They  are  closely  monitored  for  adherence  to  strict  management  and  financial  sys- 
tems; 

They  must  meet  rigid  standards  for  quality  assurance  and  the  qualifications  of 
their  clinical  staffs,  and  for  the  provision  of  important  preventive  and  early  diagnos- 
tic services;  and, 

They  have  provided  and  compiled  an  outstanding  record  for  the  quality  of  the 
care  they  provide.  Their  impact  on  the  health  status  of  their  patients  and  the  com- 
munities they  serve  is  unquestionable.  Their  ability  to  contain  costs,  to  operate  with 
a  fixed  budget  and  limited  resources,  and  their  success  in  substantially  reducing  the 
frequency  of  admissions  and  the  length  of  inpatient  care  are  well  proven. 

Thank  you  for  this  opportunity  to  testify  on  behalf  of  the  poor 
and  uninsured  patients  of  the  Merced  Family  Health  Centers,  Inc. 

[The  prepared  statement  of  Mr.  Sullivan  may  be  found  at  the 
end  of  the  hearing.] 

Mrs.  Boxer.  Thank  you  and  thank  you  for  the  work  you  are 
doing.  We  will  get  back  to  you  with  questions  but  we  will  hear 
from  the  rest  of  the  panel  first.  Ms.  Perry. 

STATEMENT  OF  LINDA  PERRY,  R.N.,  DIRECTOR,  COMMUNITY 
HEALTH  SERVICES,  STANISLAUS  COUNTY  DEPARTMENT  OF 
PUBLIC  HEALTH 

Ms.  Perry.  Madam  Chair  and  Members  of  the  Task  Force,  I 
would  like  to  begin  by  thanking  you  for  coming  to  Stanislaus 
County  and  providing  us  with  the  opportunity  to  share  our  views 
on  the  problems  we  have  here  in  the  way  of  health  care  access  and 
health  care  costs. 

I  have  been  asked  to  testify  regarding  these  issues  primarily 
from  a  child's  health  care  perspective.  I  will  address  these  issues 
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focusing  on  three  priority  population  groups:  Pregnant  women,  in- 
fants, and  adolescents. 

Pregnant  Women 

Any  discussion  of  children's  health  care  issues  must  include  con- 
sideration of  issues  regarding  prenatal  care.  This  is  because  lack  of 
adequate  care  during  pregnancy  is  a  primary  factor  contributing  to 
some  of  the  major  problems  affecting  births.  These  include  prema- 
turity, low  birth  weight,  birth  defects  and  developmental  delays 
and  disabilities  and,  of  course,  infant  mortality. 

Early  and  comprehensive  prenatal  care  is  of  major  importance  in 
the  prevention  of  these  conditions.  Access  to  prenatal  care  for  low- 
income  women  is  a  critical  problem  in  this  county. 

Few  physicians  providing  obstetrical  services  accept  Medi-Cal,  as 
has  been  discussed  by  all  of  the  previous  speakers. 

The  problem  is  compounded  by  the  fact  that  most  obstetrical 
services  are  centralized  in  the  city  of  Modesto. 

Because  over  45  percent  of  the  births  in  Stanislaus  County  occur 
to  women  living  in  less  urban  areas,  a  significant  proportion  of  low 
income  women  have  to  find  transportation  to  the  city  to  receive 
prenatal  services  at  all. 

Due  to  this  and  other  factors  discussed  earlier,  this  access  prob- 
lem has  become  a  public  health  crisis  in  Stanislaus  County. 

A  major  solution  to  this  crisis  is  the  establishment  of  additional 
prenatal  clinics,  especially  in  the  outlying  areas.  This  decentraliza- 
tion of  services  would  allow  these  low  income  women  access  to  care 
in  their  own  community. 

The  State  of  California  has  a  mechanism  for  funding  the  provi- 
sion of  services  through  its  Comprehensive  Perinatal  Services  Pro- 
gram (CPSP).  This  program  enables  providers  to  give  comprehen- 
sive perinatal  services,  including  psychosocial,  educational,  nutri- 
tional and  medical  assessments.  All  of  these  services  are  reimburs- 
able through  Medi-Cal. 

As  a  CPSP  provider,  the  Department  of  Public  Health  has  shown 
that  with  $100,000  seed  money  a  clinic  can  be  established  and  can 
become  financially  self-sufficient  within  1  year.  Due  to  current 
State  and  county  restraints,  however,  seed  money  is  not  available 
to  us. 

Federal  assistance,  through  the  provision  of  seed  money  to  estab- 
lish clinics  would  greatly  reduce  the  perinatal  access  problem  that 
we  have. 

Children 

Infants  and  children  from  low-income  families  experience  prob- 
lems similar  to  those  of  pregnant  women  regarding  access  to  medi- 
cal care.  Because  of  the  difficulty  in  finding  primary  care,  provid- 
ers who  accept  Medi-Cal,  many  low-income  families  do  not  have  a 
physician  and  they  seek  their  care  through  emergency  rooms. 

Community  clinics  need  to  be  established  offering  a  variety  of 
needed  services  to  low-income  families.  If  this  were  accomplished, 
the  problems  with  access  and  the  inappropriate  use  of  emergency 
rooms  for  basic  health  care  could  be  minimized. 
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Resources  currently  exist  for  reimbursing  the  majority  of  serv- 
ices that  would  need  to  be  offered  through  the  community  clinics; 
these  include  Medi-Cal  revenues  and  funding  from  both  State  and 
Federal  grants  and  programs.  Again,  the  major  problem  here  re- 
mains the  lack  of  availability  of  seed  money  to  establish  these  clin- 
ics. 

Adolescents 

Adolescents  also  experience  a  variety  of  access  issues  relating  to 
medical  care.  The  needs  for  this  age  group  include  general  health 
care,  as  well  as  preventive  health  education  regarding  injuries, 
family  planning,  socially  transmitted  disease,  AIDS  and  substance 
abuse;  and  mental  health  intervention  relating  to  problems  of  emo- 
tional problems  and  issues  of  self-esteem. 

Here  again,  the  solution  is  the  establishment  of  community  clin- 
ics which  are  easily  accessible  and  which  offer  programs  designed 
specifically  to  meet  their  needs. 

The  group  of  adolescents  with  the  highest  level  of  need  are  the 
pregnant  and  parenting  teens.  Because  of  the  multiple  needs  of 
this  group,  the  best  approach  to  service  is  the  case  management 
model.  This  is  best  exemplified  by  the  Adolescent  Family  Life  Pro- 
gram (AFLP). 

Unfortunately,  again  due  to  fiscal  restraints,  relatively  few  ado- 
lescents can  be  serviced  through  this  program. 

One  option  for  increasing  the  numbers  of  teens  who  could  receive 
this  type  of  care  would  be  to  make  AFLP-type  case  management 
services  reimbursable  through  Medi-Cal.  This  option  is  currently 
being  explored  by  the  California  Department  of  Health  Services 
and  is  going  to  require  Federal  support  in  order  to  be  implemented. 
We  hope  that  you  will  give  us  that  kind  of  support. 

Related  Issues 

Although  access  to  health  care  is  the  major  issue  for  all  of  these 
age  groups,  other  issues  are  also  of  great  concern. 

Public  outreach  and  education  focused  on  the  need  for  health 
care  and  its  availability  is  essential.  Education  is  also  the  key  to 
the  prevention  of  health  problems  before  they  occur.  The  availabil- 
ity of  a  24-hour  public  transportation  system  for  people  in  this 
county  is  necessary  in  order  for  all  low-income  people  to  be  able  to 
obtain  the  services  they  need,  such  as  medical  care. 

As  with  other  areas  around  the  country,  Stanislaus  County  is  ex- 
periencing an  increasingly  severe  problem  with  substance  using 
pregnant  women  and  their  drug-exposed  infants.  There  are  not 
enough  treatment  programs  or  prevention  programs  in  this  county 
to  assist  these  women  in  overcoming  their  chemical  dependency  so 
that  they  may  provide  appropriate  parenting  and  child  care. 

To  compound  the  problem,  there  are  not  enough  resources 
through  Public  Health  and  other  agencies  to  provide  the  in-home 
assessment  and  intervention  needed  for  infants  who  were  sub- 
stance exposed  prior  to  birth.  Because  of  the  magnitude  of  the 
problem,  it  is  essential  that  the  Federal  Government  assume  a 
leadership  role  and  work  to  assure  that  prevention  and  interven- 
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tion  services  are  provided.  We  need  your  help.  We  can't  do  without 
it. 

In  summary,  as  with  other  areas  of  urban  and  agricultural  mix, 
Stanislaus  County  experiences  significant  problems  in  access  to 
health  care.  This  greatly  impacts  the  ability  of  pregnant  women, 
infants,  children  and  adolescents,  to  obtain  appropriate  health 
services. 

Although  we  are  striving  to  maximize  the  use  of  our  available 
resources,  gaps  in  service  still  exist  here.  It  is  essential  that  the 
partnership  between  the  Federal  Government  and  other  agencies 
be  expanded.  Thank  you. 

[The  prepared  statement  of  Ms.  Perry  may  be  found  at  the  end  of 
the  hearing.] 

Mrs.  Boxer.  Thank  you.  We  will  get  back  to  you  with  questions. 
Ms.  Huesca. 

STATEMENT  OF  ANA  HUESCA,  CONSUMER,  MODESTO,  CA 

Ms.  Huesca.  Madam  Chair  and  Members  of  the  Task  Force.  It  is 
a  great  honor  to  be  here  today. 

I  would  like  to  begin  by  saying  a  little  bit  about  myself.  I  was  14 
years  old  and  in  the  ninth  grade  when  I  got  married.  It  was  very 
difficult  for  me  to  go  to  school.  Because  of  being  so  young  and  mar- 
ried, people  tended  to  look  at  me  differently,  especially  other  teen- 
agers at  school. 

Then  to  make  things  even  more  difficult,  I  got  pregnant  before  I 
turned  15  years  old.  This  was  really  hard,  since  no  one  would  hire 
me  because  I  was  a  minor  and  I  didn't  have  any  skills. 

So  I  had  no  alternative  but  to  go  to  AFDC.  This  really  hurt  me 
at  first  because,  even  though  I  am  poor,  I  have  pride.  Now  I  look 
back  and  I  am  so  thankful  I  went  there,  because  it  was  through 
them  that  I  found  out  about  the  Teen  Prenatal  Clinic — TPC. 

This  clinic  really  helped  me  because  it  did  not  make  me  feel  in- 
timidated. The  reason  for  that  is  that  other  girls  my  age  were 
there.  The  TPC  referred  me  to  WIC  and  that  was  a  really  great 
help,  because  it  really  gave  me  part  of  the  nutrition  that  I  needed 
to  have  a  healthy  pregnancy. 

I  think  that  the  WIC  is  an  educational  program  because  it  teach- 
es us  how  to  eat  healthy  and  how  to  take  care  of  ourselves  so  that 
we  could  have  a  normal  healthy  baby.  I  think  that  if  I  would  have 
gone  to  a  regular  doctor  instead  of  the  Teen  Prenatal  Clinic,  I  prob- 
ably would  not  have  attended  the  appointments  so  often. 

It  was  the  TPC  who  referred  me  to  the  Adolescent  Family  Life 
(AFLP)  Program.  I  can't  be  thankful  enough  to  this  program  be- 
cause it  helped  me  to  have  a  higher  self-esteem  and  to  believe  in 
myself.  It  also  helped  me  to  accomplish  part  of  my  goals.  It  was 
this  program  that  introduced  me  to  Independent  Studies  and 
through  Independent  Studies  I  was  able  to  go  to  school  and  gradu- 
ate. 

If  the  AFLP  would  not  have  told  me  about  Independent  Studies, 
I  think  that  all  my  dreams  would  have  been  shattered.  I  have  three 
goals.  One  was  to  graduate.  Thanks  to  Independent  Studies  and  the 
AFLP  program,  I  was  able  to  do  that.  My  second  goal  is  to  be  a 
medical  assistant  and  I  will  accomplish  that  in  4  more  months.  My 
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third  goal  is  to  be  a  doctor.  I  already  registered  to  start  in  the 
spring  semester  at  Modesto  Junior  College.  I  want  to  thank  the 
Government  for  giving  grants  and  student  loans,  because  it  is  with 
these  grants  and  loans  that  people  like  me  could  accomplish  their 
goals. 

There  is  one  thing  I  admire  about  the  AFLP  program  and  that  is 
their  workers.  For  example,  my  worker,  Rochelle  Olson.  She  makes 
me  feel  like  she  really  cares  and  she  is  not  there  just  because  it  is 
her  job.  She  proved  that,  because  she  went  to  my  graduation  and 
she  didn't  have  to  do  that.  That  is  why  I  believe  that  this  program 
should  be  available  to  more  teenagers  so  that  they  can  be  helped 
the  same  way  I  was  helped. 

Finally,  at  age  15,  I  had  my  baby  girl.  It  was  then  that  the  AFLP 
referred  me  to  the  Nurturing  Program.  I  really  liked  this  program 
because  I  was  able  to  talk  about  my  problems  and  I  was  able  to 
listen  to  other  people's  problems.  That  made  me  realize  my  prob- 
lems were  not  so  bad. 

Another  thing  that  I  liked  about  the  class  was  the  way  the  staff 
took  care  of  our  kids.  Sometimes  the  kids  would  be  crying  and 
screaming.  I  really  admired  the  way  the  workers  handled  it.  Be- 
cause they  were  so  patient  and  caring,  it  made  me  want  to  be  the 
same  way. 

After  my  baby  was  born,  I  started  to  have  many  problems  be- 
cause only  a  few  doctors  would  accept  Medi-Cal.  In  other  places, 
doctors  charge  for  Medi-Cal.  One  thing  that  I  have  had  a  problem 
with  is  that  hardly  any  dentists  accept  Medi-Cal. 

The  worst  problem  I  have  is  that  I  don't  drive  and  it  is  very  diffi- 
cult for  me.  If  my  baby  would  get  sick,  or  if  I  would  have  any  type 
of  emergency  after  6  o'clock,  it  would  be  hard  for  me  to  get  trans- 
portation because  that  is  the  time  the  buses  stop. 

I  would  like  to  conclude  by  saying  that  I  might  just  change  my 
last  goal  and  become  an  AFLP  worker  so  that  I  could  help  other 
girls  like  I  was  helped. 

I  will  end  by  saying  thank  you  to  this  wonderful  country  for  its 
beautiful  program  because,  otherwise,  teenagers  like  me  would  be 
forgotten.  Thank  you. 

[The  prepared  statement  of  Ms.  Huesca  may  be  found  at  the  end 
of  the  hearing.] 

Mrs.  Boxer.  Thank  you  very  much  for  your  excellent  testimony. 
Somebody  help  me  with  AFLP. 

Ms.  Perry.  Adolescent  Family  Life  Program.  It  is  funded  by  the 
State  of  California.  There  are  approximately  26  programs.  The 
focus  is  to  work  with  pregnant  and  parenting  teens  up  to  3  years 
after  delivery.  It  is  a  case  management  program  where  the  health 
service  workers  and/ or  social  workers  go  into  the  homes  of  teens  to 
assess  needs  and  provide  in-home  health  services. 

This  is  the  program  that  I  mentioned  that  needs  Federal  approv- 
al of  Medi-Cal  funding  to  expand.  We  service  86  girls  a  year  in 
Stanislaus  County.  We  have  over  500  births  a  year.  So  at  any  one 
time  there  are  about  1,500  young  women  who  could  benefit  from 
services  through  this  program. 

We  are  hoping  for  Medi-Cal  reimbursement  or  funding  to  help 
serve  these  other  people. 

Mrs.  Boxer.  Thank  you  very  much  for  your  testimony. 
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Congressman  Espy,  did  you  have  some  questions? 

Mr.  Espy.  Yes.  First  of  all,  Madam  Chairman,  transportation  is  a 
problem  in  many  rural  areas  in  California.  I  would  like  also  to  see 
more  advertising  of  services  on  radio,  TV,  PSAs  and  transportation 
services. 

Ms.  Perry.  I  think  those  things  are  being  used  and  we  are  using 
Sierra  Foundation  moneys  for  many  of  them  so  some  of  the  private 
foundations  do  have  money  for  those  things.  It  seems  that  this  is 
one  of  the  things  that  the  Federal  Government  should  look  at. 

Mr.  Espy.  Is  there  any  way  that  we  can  get  more  doctors  to  move 
into  these  rural  areas? 

Mr.  Sullivan.  If  we  have  one  problem  in  our  community  health 
center  network,  it  is  physician  recruitment.  We  are  right  now  de- 
pendent on  private  recruitment.  We  have  to  recruit  the  same  way 
as  every  hospital  in  America,  every  private  group  practice,  every 
Kaiser  Health  System  out  there.  We  are  at  a  significant  disadvan- 
tage. 

The  biggest  thing  we  are  doing,  we  are  the  last  of  the  pipeline  of 
the  National  Health  Service.  You  may  be  familiar  with  it.  That 
program  was  terminated  by  the  prior  president.  When  that  hap- 
pened, there  were  still  physicians  in  it. 

The  first  thing  we  are  doing,  we  are  trying  to  retain  our  current 
physicians.  We  don't  want  to  lose  them.  Second,  we  are  trying  to 
recruit  privately.  We  are  doing  the  best  we  can,  but  it  is  an  uphill 
battle. 

It  is  tough  for  us  to  recruit  to  Dos  Palos,  CA.  It  is  tough  to  re- 
cruit to  the  bayou  of  Mississippi,  as  you  know.  You  know,  we  are 
significantly  divided  on  new  legislation,  the  National  Health  Serv- 
ices Corps,  but  again,  that  is  a  pipeline  problem  for  us  because  that 
is  a  startup  program  that  will  take  a  couple  of  years  to  meet  its 
fruition. 

In  the  meantime  we  are  also  having  to  depend  on  nonphysician 
providers  like  nurse  midwives,  physician  assistants,  nurse  practi- 
tioners, and  that  is  a  significant  help,  too. 

Mrs.  Boxer.  Congressman,  I  was  just  thinking  while  you  were 
talking  that  maybe  there  would  be  a  way  that  we  could  come  up 
with  to  forgive  some  of  those  old  loans  or  trade  them  for  new  loans 
or  whatever. 

I  have  a  question.  I  remember,  back  when  I  was  on  the  board  of 
supervisors,  that  the  thing  that  we  discussed  then  in  the  late  1970's 
and  early  1980's  was  you  can't  have  two-tier  health  care.  Everyone 
has  to  have  equal  health  care  and  that  was  when  Medi-Cal  was 
going  to  give  everybody  their  chance. 

Just  have  their  card  and  go  to  the  physician  of  their  choice  and 
have  mainstream  care.  It  isn't  working  and  I  think  it  is  a  shame 
and  so  I  am  very  much  impressed  about  how  these  community 
health  centers  function  and  how  they  can  because  it  is  a  mix  of 
people  who  come  together  because  they  care  about  serving,  say,  mi- 
grant people,  get  the  translators  there,  the  interpreters  there,  get 
the  social  workers — you  can  make  a  center. 

And  so  I  am  not  so  sure  we  did  the  right  thing  when  we  said, 
mainstream  health  care  because  that  is  not  possible  among  society 
as  a  whole  any  more.  A  lot  of  middle  class  people  can't  go  to  the 
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doctors  of  their  choice.  They  now  are  joining  HMOs  because  they 
can't  afford  any  other  type  of  private  insurance. 

So  I  think  in  talking  about  that  in  this  crisis  that  we  are  in,  we 
have  got  to  get  health  care  to  these  people.  Babies  are  dying.  There 
is  no  prenatal  care.  It  isn't  working.  One  has  to  go  around  and 
search  for  a  doctor  that  takes  Medicaid  patients.  The  problem  is  a 
common  one. 

If  she  needs  to  speak  to  him  in  another  language,  what  if  he 
doesn't  do  that.  And  she  doesn't  have  transportation  to  get  to  see 
him. 

So  I  think  a  way  out  of  this  is  maybe  to  say  that  the  community 
health  center  is  the  way  to  go  and  give  incentives  to  physicians  to 
go  there  and  saying,  yes,  we  would  love  to  have  a  situation  where 
everybody  had  the  exact  same  health  care  opportunity  but  we  are 
failing. 

And  maybe  if  we  admit  that  we  are  failing,  we  will  get  there. 
Yes,  the  health  care  system  is  working  for  some  people,  wonderful, 
but  it  isn't  working  for  some  others  so  I  am  coming  away  increas- 
ingly with  that  sense. 

Mr.  CoNDiT.  I  appreciate  being  here  very  much  today.  I  would 
just  like  to  fill  out  what  Mrs.  Boxer  was  saying.  Probably  it  is  like 
everything  else.  You  have  to  admit  where  you  are  before  you  can 
admit  there  is  a  problem.  I  think  there  are  probably  health  practi- 
tioners all  over  the  State  who  are  saying,  we  need  to  be  doing 
something  different. 

Yet  we  should  make  a  distinction  that  the  health  care  should  be 
of  the  same  quality  for  rural  as  for  urban  areas  and  I  think  that 
the  philosophy  is  on  the  right  track,  that  we  need  to  have  an  entire 
health  care  system  for  this  country,  a  national  program  that  is 
comprehensive  and  includes  those  programs  we  mentioned  plus  the 
elderly,  extended  care,  et  cetera. 

But  I  do  have  a  couple  of  questions  and  I  would  like  to  ask  Mr. 
Sullivan  again  because  he  was  back  in  Washington  with  me  a  few 
months  ago  and  spoke  with  me  about  the  program. 

And  my  understanding  is  that  you  are  one  of  the  last  people  in 
the  program  and  I  think  this  is  such  a  good  program,  Congress- 
woman  Boxer  indicated  that  there  are  some  things  we  could  do  to 
help  these  people  take  care  of  the  loans. 

It  would  be  interesting  to  know  what  people  like  yourself  specifi- 
cally saw  as  something  we  needed  and  you  said  earlier  that  the  re- 
newal of  the  program  is  being  proposed.  If  you  like  the  program 
and  want  a  reprieve  today  and  want  to  submit  it  later  in  writing, 
that  is  fine,  but  I  was  curious  about  it. 

Mr.  Sullivan.  Yes.  Let  me  just  with  some  brevity  talk.  I  just  re- 
turned from  San  Francisco  and  we  had  our  executive  clinical  direc- 
tors conference  of  community  and  migrant  health  centers  in  San 
Francisco  at  the  Central  Regional  Office. 

And  I  just  want  to  share  with  everyone  here  that  our  physician 
medical  director,  John  Alemane  out  of  Merced,  who  started  in  the 
National  Health  Service  Corps  in  1981,  served  2  years  and  since 
then  has  stayed  on  in  our  practice  for  the  last  8  years  as  our  medi- 
cal director,  received  a  national  award  from  the  Federal  director  of 
the  National  Health  Service  Corps. 
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So  we  are  very  proud  and  the  point  is,  it  can  work.  You  can 
retain  these  physicians,  but  it  is  so  key  for  us  to  get  them  here  and 
I  just  want  to  comment  that  the  revitalization  of  the  National 
Health  Service  Corps  is  great  and  we  are  really  pleased  and  the 
only  sad  part  is  that  community  groups  like  ourselves,  when  Presi- 
dent Reagan  was  terminating  that  program  under  what  we  be- 
lieved were  some  false  data,  that  we  missed  the  boat  in  not  speak- 
ing up  at  that  time. 

But  be  that  as  it  may,  the  Corps  will  be  revitalized.  We  believe 
when  you  go  back  into  session  that  the  conferees  will  come  togeth- 
er. Loan  repayment  is  critical.  Loan  repayment  is  an  immediate 
carrot  for  us  to  get  there  and  we  think  that  is  significant. 

That  loan  repayment  still  makes  me  nervous  and  I  don't  want  to 
say  it.  We  have  been  trying  to  recruit  offering  loan  repajnnent  be- 
cause we  have  a  couple  of  slots,  for  the  last  year  and  we  get  no- 
where. 

And  I  don't  totally  understand  it  except  the  marketplace,  you 
need  to  understand,  is  a  physician  marketplace.  It  is  not  a  commu- 
nity health  center,  Los  Palos,  CA,  marketplace. 

We  offer  what  we  think  are  competitive  salaries  and  they  simply 
can  walk  around  the  block  and  go  into  private  practice  and  get 
their  loan  repaid,  too. 

Mr.  CoNDiT.  Plus  their  own  office. 

Mr.  Sullivan.  Yes,  so  it  is  really  a  tough  battle  for  us. 

But  I  just  finally  want  to  say  that  we  are  working  on  it.  If  I  had 
control  of  the  program  I  would  somehow  take  kind  of  immediate 
steps  to,  again,  work  on  primary  care  and  get  out  to  those  residen- 
cy programs,  get  out  to  those  medical  students  and  really  sell  them 
on  the  value  of  a  practice,  a  communal  practice,  where  you  are 
really  helping  people. 

And  that  is  the  important  things.  We  need  doctors  and  we  need, 
if  you  will,  the  right  kind  of  doctors. 

Mr.  CoNDiT.  Can  I  have  one  more  quick  question  for  Ms.  Perry? 

Mrs.  Boxer.  Yes. 

Mr.  CoNDiT.  Could  you  just  give  us  a  quick  idea  of  the  increase  in 
services,  or  requests  for  medical  services  in  the  last  year  or  two  for 
pregnant  women  using  drugs  and  for  AIDS  patients? 

Ms.  Perry.  Oh,  yes,  I  can  get  that  to  you. 

Mr.  CoNDiT.  Is  it  a  substantial  increase? 

Ms.  Perry.  We  are  seeing  increases.  I  do  have  a  statistic  for  you 
in  terms  of  pregnant  women  using  drugs.  Our  Senator  McCorquo- 
dale  just  sent  out  a  study  that  was  done  in  1988  showing  that  we 
had  70  referrals  to  child  protective  services  on  infants  who  had 
positive  toxicology  screens  at  birth.  In  the  first  3  months  of  this 
year  that  number  has  been  60  so  if  we  continue  that  the  number 
for  this  year  will  be  240. 

Mr.  CoNDiT.  Thank  you  very  much. 

Mrs.  Boxer.  Thank  you. 

I  would  like  to  say  that  Ms.  Perry,  Mr.  Sullivan,  Ms.  Huesca,  all 
have  worked  very  hard  as  a  panel  and  I  would  like  to  thank  this 
panel  very  very  much.  Again,  we  are  learning  things.  You  are  tell- 
ing it  like  it  is.  And  we  have  to  go  back  there  and  we  have  a  lot  of 
work  to  do  because  we  have  to  convince  a  lot  of  people  that  this  is 
a  crisis  and  we  can  no  longer  turn  our  backs. 
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You  are  on  the  front  lines  and  I  thank  you  very  very  much. 

I  call  on  the  last  panel,  Barbara  Ross,  Program  Manager,  Stanis- 
laus County  Adult  Long  Term  Care  Services,  Dennis  Hobby,  Chair- 
man, Dental  Advisory  Committee,  Scenic  General  Hospital. 

STATEMENT  OF  BARBARA  ROSS,  PROGRAM  MANAGER  STANIS- 
LAUS COUNTY  DEPARTMENT  OF  SOCIAL  SERVICES  ADULT  AND 
LONG  TERM  CARE  SERVICES,  MODESTO,  CA 

Ms.  Ross.  I  am  Barbara  Ross.  I  want  to  thank  you  for  inviting 
me  to  testify  at  your  hearing  this  morning.  I  am  here  to  speak  for 
seniors  this  morning.  I  run  a  program  which  deals  with  seniors  and 
disabled  adults,  and  as  I  mentioned  in  my  written  testimony,  I 
have  also  contacted  many  of  the  agencies  who  work  with  seniors 
within  the  community  to  get  their  input,  to  share  their  concerns 
with  you  as  well. 

I  am  going  to  summarize  some  of  my  testimony  because  you  have 
heard  it  already.  It  is  the  same  story  again. 

One  of  the  major  issues  in  Stanislaus  County  in  health  care  for 
seniors  is  the  lack  of  physicians,  the  lack  of  physicians  who  are  ac- 
cepting Medi-Cal  patients,  the  lack  of  physicians  who  are  dealing 
in  geriatrics  or  who  have  that  kind  of  specialty. 

When  I  heard  Ms.  Finley  mention  that  our  teaching  hospital  is 
in  jeopardy  my  heart  sank  because  the  residents  coming  through 
that  program,  training  in  that  program,  who  stay  in  the  communi- 
ty, are  some  of  the  best  trained  doctors  that  we  have  here  in  Stan- 
islaus County  and  that  program  is  a  very  big  asset  to  our  communi- 
ty- 
Other  specialties,  seniors  have  trouble  contacting  other  special- 
ties, getting  dental  work  done,  getting  podiatry,  as  I  mentioned. 

New  physicians  come  into  the  community  and  accept  Medi-Cal 
while  they  are  trying  to  get  a  practice  going.  As  soon  as  they  have 
a  successful  practice  they,  again,  stop  taking  Medi-Cal  patients. 

We  have  a  problem  with  seniors  who  are  ineligible  for  Medi-Cal 
due  to  either  income  or  property  limits.  Many  of  these  people  have 
a  share  cost  eligibility  which  does  not  help  them  except  in  a  catas- 
trophe. It  doesn't  help  them  on  a  day-to-day  basis. 

Just  above  SSI  level  there  is  a  group  of  people  who  cannot  afford 
supplemental  policies,  who  cannot  afford  private  payments  and 
who  simply  can't  get  care.  For  example,  I  have  here  people  who  are 
below  the  benefit  level  who  have  some  insignificant  property  which 
they  are  unable  to  liquidate. 

It  is  not  unusual  for  us  to  find  a  person  who  has  moved  to  Cali- 
fornia, who  is  in  a  wheelchair,  living  in  Modesto,  but  who  has  diffi- 
culty selling  a  small  trailer  in  Arkansas  left  to  them  by  a  family 
member.  They  just  simply  can't  get  rid  of  that  property.  That  ren- 
ders them  ineligible  for  Medi-Cal. 

When  basic  choices  need  to  be  made  for  everyone,  including  sen- 
iors, housing  and  food  come  first,  medical  care  is  often  neglected.  It 
is  not  unusual  for  an  elderly  person  to  return  home  from  a  doctor's 
office  and  throw  a  prescription  away.  They  are  too  embarrassed  to 
tell  the  doctor  they  can't  afford  to  have  the  prescription  filled. 

Another  issue  that  becomes  a  problem  for  our  seniors  is  reim- 
bursement. There  are  many  services  vital  to  keeping  people  at 
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home  which  are  not  reimbursed  by  Medicare,  others  which  are  not 
reimbursed  by  Medi-Cal. 

Specifically,  Medicare  does  not  pay  for  home  health  care  which  is 
considered  custodial.  It  does  not  pay  for  durable  medical  equip- 
ment, for  things  like  bathroom  appliances.  It  does  not  pay  for  medi- 
cation. 

Medicare  is  currently  paying  for  about  47  percent  of  an  elderly 
person's  medical  bills.  This  makes  supplemental  policies  a  necessi- 
ty. However,  most  supplemental  policies  pay  for  the  portion  left 
when  Medicare  pays.  They  do  not  pay  for  items  or  services  which 
are  denied  by  Medicare. 

The  complexity  of  the  billing  process  presents  a  severe  hardship 
to  clients  at  a  time  of  stress  and  illness  when  they  are  least  able  to 
cope. 

It  is  not  unusual  for  us  to  see  seniors  with  a  stack  of  bills  and 
papers.  They  are  ill,  their  families  are  ill.  They  are  at  a  time  of 
crisis  and  they  have  to  deal  with  this. 

Another  thing,  it  is  not  unusual  for  vendors  to  bill  clients  direct- 
ly for  payment.  The  billing  process  is  so  complex,  payments  are  ex- 
tremely slow.  A  local  attorney  with  CRLA  shared  with  me  that  she 
has  seniors  coming  in  to  see  her  every  week  that  have  Medicare 
supplemental  insurance  and  who  are  being  pursued  by  vendors  for 
direct  payment  because  they  are  not  getting  payments. 

This  can  be  caused  by  a  mistake  on  a  form,  something  that  is  not 
filled  out  right,  documentation  that  is  not  done  correctly,  whatever 
it  is. 

Medicare  does  not  pay  for  convalescent  care  beyond  a  minimum. 
This  leads  to  a  problem  where  people  are  spending  their  life  sav- 
ings, or  a  healthy  portion  of  their  life  savings,  for  health  care. 

Accessibility  is  a  problem  here.  You  have  heard  about  this  for 
teenagers.  It  is  also  the  case  for  seniors.  Medical  services  and  spe- 
cialized services  in  particular  are  centrally  located  in  Modesto.  Sen- 
iors live  everywhere  in  the  county  and  we  have  many  seniors  in 
our  outlying  areas. 

We  have  a  tremendous  problem  in  Stanislaus  County  getting 
medical  services  to  the  client  and  getting  clients  in  to  the  medical 
services. 

The  Public  Health  Department  has  been  operating  a  senior  pre- 
ventive health  program  which  is  excellent.  They  can  deal  with  700 
seniors  per  year  with  their  current  funding.  We  have  57,000  seniors 
within  the  county. 

Reaching  outlying  areas  becomes  more  and  more  difficult  as 
funding  diminishes.  At  the  same  time  transportation  for  seniors, 
especially  frail  seniors,  is  extremely  limited.  The  area  on  our  coun- 
ty's western  border,  Newman-Patterson  area,  is  20  to  25  miles 
away  from  Modesto.  There  are  many  elderly  people  that  live  there. 

For  an  elderly  person  in  that  area  to  reach  health  services  in 
Modesto,  there  is  a  bus  once  a  week.  For  people  who  are  unable  to 
take  the  bus,  there  is  no  alternative. 

For  an  elderly  person  with  a  walker,  a  bus  stop  two  blocks  away 
might  as  well  be  200  miles  away.  It  is  not  reachable. 

Even  within  Modesto,  for  our  frail  elderly,  the  only  method  of 
transportation  is  a  taxi  of  an  ambi-cab.  Our  local  service  for  elder- 
ly— our  local  transportation  service  for  elderly— has  extremely  long 
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waits,  up  to  90  minutes  at  both  ends  of  a  ride  and  then  the  ride  is 
like  a  bus  trip.  It  goes  all  over  town  and  many  of  our  seniors  just 
simply  can't  stand  that  process,  can't  tolerate  that  process. 

Funding  is  a  problem  in  Stanislaus  County  and  in  other  small 
valley  and  mountain  counties.  We  are  at  a  disadvantage  in  apply- 
ing for  grants.  Our  county  is  considered  urban  for  funding  purposes 
because  we  have  a  city  and,  therefore,  ineligible  for  money  that  is 
earmarked  for  rural  counties,  even  though  we  have  many  of  the 
same  problems  as  a  rural  county. 

Programs  and  funding  are  clustered  in  the  large  metropolitan 
areas  and  seldom  reach  the  Valley.  We  do  not  have  large  nonprofit 
corporations  and  agencies  which  specialize  in  grant  writing. 

Now  and  then  a  decision  is  made  by  a  funding  source  to  earriiark 
a  valley  or  mountain  site  for  a  program  which  leads  to  many  needy 
areas  competing  for  one-site  selection. 

When  we  are  able  to  write  grants  to  compete  for  programs,  it  is  a 
grassroots  effort  of  concerned  people  who  share  their  time,  energy 
and  efforts  to  bring  a  needed  service  to  the  county. 

When  we  are  awarded  a  grant,  it  is  often  a  drop  in  the  bucket  as 
far  as  filling  a  need  is  concerned.  For  example,  we  were  finally 
able  to  receive  a  grant  for  a  Valley  Regional  Research  Center  for 
brain  impaired  adults  through  the  State  Department  of  Mental 
Health. 

Our  Regional  Research  Center  covers  nine  counties,  approxi- 
mately 7,200  square  miles. 

In  Modesto  we  have  one  staff  person  to  cover  a  four-county  area. 
The  amount — when  resources  were  divided  over  this  gigantic 
area — the  amount  for  Stanislaus  was  so  minimal  as  to  be  nonexist- 
ent. The  waiting  list  for  this  program  grows  daily. 

We  have  one  adult  day  care  center  serving  approximately  30 
people,  one  Alzheimer's  day  care  center  serving  30  people.  There 
are  no  other  day  care  centers.  Funded  respite  in  the  area  is  limited 
to  a  handful  of  slots. 

It  is  very  important,  when  you  are  looking  at  health  care  for  sen- 
iors, that  you  look  at  the  entire  picture  for  seniors.  It  is  not  going 
to  be  helpful  to  create  a  situation  where  a  senior  can  get  into  a 
doctor's  office  if,  on  the  other  side,  you  are  taking  away  nutrition 
programs  so  that  when  they  get  back  home  they  can't  have  lunch. 

Services  and  needs  for  seniors  are  interrelated.  I  have  worked  in 
this  field  now  for  about  5  years  but  for  20  years  total  and  it  seems 
as  if  we  are  always  coping  with  having  the  edges  nibbled  away  at 
our  funding. 

One  of  the  Medi-Cal  issues  that  comes  up,  I  think,  more  and 
more  often  is  that  to  protect  the  Government  from  fraud,  from 
people  abusing  the  system,  they  create  more  redtape  and  more 
forms  and  more  levels.  That  is  part  of  the  reason  that  physicians 
are  not  taking  Medi-Cal  any  more  because  it  is  just  too  difficult  for 
them. 

The  billing  process  is  too  difficult.  They  are  not  getting  paid.  The 
documentation  needs  keep  getting  higher  and  higher. 

In  summary,  primary  health  care  needs  for  the  elderly:  No.  1, 
are  physicians;  No.  2,  are  preventive  health  programs  such  as  the 
one  that  we  have  here  that  Public  Health  is  doing,  outreach  pro- 
grams, education  in  the  areas  where  seniors  live,  or  transportation 


82 


to  get  seniors  into  the  areas  where  the  services  are  located;  expan- 
sion of  in-home  service  options;  health  insurance  coverage  which  is 
responsive  to  the  needs  of  the  people;  simplification  of  the  approval 
and  billing  process  within  that  insurance  program  and  programs 
for  special  needs  such  as  Alzheimer's,  stroke,  programs  such  as  day 
care,  respite,  counseling  and  case  management.  Thank  you. 

[The  prepared  statement  of  Ms.  Ross  may  be  found  at  the  end  of 
the  hearing.] 

Ms.  Boxer.  Thank  you  very  much.  Dr.  Hobby. 

STATEMENT  OF  DENNIS  HOBBY,  D.D.S. 

Dr.  Hobby.  Madam  Chairman,  Mr.  Condit,  Mr.  Espy,  my  name  is 
Dennis  Hobby  and  I  am  a  practicing  dentist  here  in  Modesto.  I  am 
a  member  of  the  American  Dental  Association,  the  California 
Dental  Association  and  the  Stanislaus  Dental  Society. 

I  am  also  the  chairman  of  the  Dental  Advisory  Committee  at 
Scenic  General  Hospital,  which  is  our  county  facility.  You  have 
heard  from  them  earlier.  In  that  capacity,  I  have  volunteered  time 
over  the  past  SV2  years  in  what  I  am  happy  to  say  has  been  a  suc- 
cessful attempt  to  establish  a  county  dental  clinic. 

When  I  began  my  practice  5  years  ago,  I  anticipated  that  there 
would  be  a  place  in  my  practice  for  all  types  of  patients  and  reim- 
bursement schemes.  However,  for  reasons  I  will  go  into  momentari- 
ly, I  was  unable  to  accept  Denti-Cal  patients. 

Therefore,  I  saw,  and  continue  to  see,  some  patients  on  a  charity 
basis,  so  my  remarks  today  are  from  the  perspective  of  a  practition- 
er who,  while  not  dealing  with  the  Denti-Cal  system  per  se,  none- 
theless observes  the  continuing  problem  of  how  poor  patients,  in- 
cluding those  with  Denti-Cal  coverage,  obtain  care. 

Five  years  ago,  I  perceived  that  the  Denti-Cal  program  was  in 
crisis.  There  were  dentists  in  the  Modesto  area  who  accepted  Denti- 
Cal  patients  and,  while  they  may  have  complained  about  marginal 
reimbursement,  seemed  to  be  content  in  doing  so. 

As  a  new  practitioner,  however,  with  all  the  startup  costs  associ- 
ated with  equipment  purchase,  repayment  of  student  loans,  et 
cetera,  and  overhead  of  approximately  80  percent,  I  could  not  see  a 
place  in  my  practice  for  patients  for  whom  reimbursement  would 
mean  a  loss  for  every  service  rendered  and  I  therefore  never  ac- 
cepted Denti-Cal  patients. 

Over  the  intervening  5  years,  the  situation  has  worsened  and  my 
perception  of  a  crisis  in  the  Denti-Cal  program  has  grown  more 
profound.  Very  few  dentists,  and  almost  no  pediatric  dentists,  will 
now  accept  new  Denti-Cal  patients. 

A  report  recently  published  by  the  California  Policy  Seminar 
stated  that  statewide,  fewer  than  one  in  six  general  practice  den- 
tists will  accept  new  Medi-Cal  patients,  and  that  many  rural  coun- 
ties have  no  dentist  who  will  accept  new  patients.  In  Stanislaus 
County,  we  currently  have  only  six  dentists  willing  to  accept  new 
patients,  with  an  eligible  population  of  close  to  60,000. 

In  a  State  where  only  17  percent  of  the  population  drinks  opti- 
mally fluoridated  water,  early  access  to  dental  treatment,  particu- 
larly preventive  treatment,  is  especially  important.  The  dental  pro- 
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fession  takes  pride  in  its  longstanding  policy  of  stressing  home 
care,  regular  checkups  and  cleanings,  and  fluoride  treatments. 

The  existing  Denti-Cal  program  ignores  those  maxims  in  its  crite- 
ria for  care  and  instead  seems  to  adopt  an  attitude  that  discourages 
treatment  by  ethical  practitioners  while  promoting  the  wholesale 
rendering  of  services  by  providers  willing  to  look  for  the  loopholes 
in  the  system. 

Specific  problems  with  Denti-Cal  are: 

(1)  Fees  cover  only  two-thirds  of  the  dentist's  overhead  costs,  meaning  a  financial 
loss  for  every  service  rendered.  (Average  dental  overhead  is  in  the  65  to  80  percent 
range.) 

(2)  An  inadequate  scope  of  benefits  which  does  not  allow  ethical  practitioners  to 
provide  comprehensive,  cost-effective  care  with  an  emphasis  on  prevention  of  dis- 
ease. 

(3)  An  administratively  complex  claims  processing  system  which  denies  1  claim  in 
every  13.  This  system  requires  excessive  X-rays,  burdensome  written  documentation 
for  routine  services,  and  additional  postage  on  oversized  envelopes. 

The  Policy  Seminar's  report  cites  these  problems  as  reasons  why 
Denti-Cal  fails  to  meet  Federal  Medicaid  requirements  for  adequate 
provider  compensation  and  patient  access  to  care. 

I  realize  your  mission  at  this  hearing  is  not  entirely  to  focus  on 
problems  of  medicaid  recipients,  but  before  moving  on,  I  feel  com- 
pelled to  publicly  state  my  belief  that  the  current  Denti-Cal  pro- 
gram cannot  be  fixed  by  continuing  to  tinker  with  it  as  has  hap- 
pened in  the  past  several  years. 

Tinkering  has  brought  about  a  completely  failed  system  that 
should  be  scrapped.  In  its  place,  I  would  hope  to  see  a  reasonable, 
cost-effective  program  that  has  the  patient's  welfare — not  the  Gov- 
ernment's pocketbook — in  mind.  And  I  believe  that  that  can  be  ac- 
complished within  the  confines  of  a  limited  budget. 

In  fact,  that  is  our  goal  at  the  Scenic  General  Clinic:  A  coopera- 
tive effort  between  the  profession  and  Government.  This  will  com- 
plement what  our  dental  society  has  done  through  its  Mid-Valley 
Dental  Foundation,  which  annually  donates  $60,000  worth  of  care 
to  needy  children. 

I  have  attached  to  this  written  testimony  the  executive  summary 
of  the  Policy  Seminar's  report,  for  your  information. 

Now,  let  me  touch  briefly  on  the  dental  aspects  of  health  care  as 
a  whole.  The  economics  of  dentistry  are  different  from  those  of 
medical  and  hospital  services,  a  distinction  few  policymakers  recog- 
nize. 

One  significant  difference  is  in  cost:  dental  care  has  not  risen  in 
cost  at  the  rate  medical  care  has;  in  fact,  in  the  past  15  years,  it 
has  generally  stayed  below  the  Consumer  Price  Index. 

Another  equally  important  distinction  is  the  nature  of  dental  dis- 
ease: It  is  preventable  and,  unlike  some  medical  conditions,  it  will 
not  heal  itself  without  therapeutic  intervention,  which  makes  early- 
diagnosis  and  treatment  imperative  and  cost-effective. 

The  need  for  dental  care  is  universal  and  on-going,  not  episodic, 
and  that  need  is  highly  predictable.  Patient  cooperation  and  self- 
care  are  critical  to  successful  dental  care.  These  factors  are  essen- 
tial when  considering  how  to  pay  for  universal  dental  care. 

The  delivery  system  in  California  is  a  gaod  one,  resulting  in  the 
highest  standard  of  dental  care  in  the  world.  Unfortunately,  that 
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standard  of  care  is  not  uniformly  accessible  to  the  poor  and  those 
in  long-term  care  facilities. 

I  am  proud  to  represent  a  group  of  caring  professionals  who  will- 
ingly volunteer  their  time  in  schools  and  clinics,  as  I  do,  and  who 
stand  ready  at  all  times  to  meet  the  challenge  of  changing  our 
system. 

The  burden  of  unmet  need,  however,  is  too  heavy  to  be  met  en- 
tirely by  the  profession  without  assistance.  We  believe  dental  and 
medical  care  for  the  poor  is  a  societal,  community  problem  best  ad- 
dressed by  cooperative  efforts  of  the  private  sector  and  Govern- 
ment. Thank  you. 

[The  prepared  statement  of  Dr.  Hobby  may  be  found  at  the  end 
of  the  hearing.] 

Mrs.  Boxer.  Thank  you  very  much,  Dr.  Hobby.  I  always  thought 
that  dental  care  has  not  been  looked  at  as  health  care,  and  it  is.  It 
is  health  care.  As  a  matter  of  fact,  a  lot  of  these  terrible  diseases 
sometimes  show  up  first  in  the  mouth,  like  AIDS  in  some  cases. 

I  want  to  ask  you  a  couple  of  questions  about  this  clinic.  When 
people  come  into  the  clinic,  do  you  take  their  Medi-Cal  payment  or 
Denti-Cal? 

Dr.  Hobby.  Well,  first  of  all,  let  me  tell  you,  the  clinic  is  not  open 
yet.  We  have — there  has  been  a  dentist  hired.  Let  me  tell  you  what 
our  vision  for  the  clinic  is  and  then  you  can  keep  an  eye  on  us  and 
maybe  it  can  be  a  model  for  others. 

It  is  a  cooperative  effort.  Beth  Finley  from  the  county  hospital  is 
here.  She  has  been  very  helpful.  What  we  are  trying  to  do  is,  we 
have  now  got  a  dentist  who  will  serve  50  percent  of  the  time  in  the 
clinic,  50  percent  as  an  administrator  on  staff. 

We  are  going  to  start  with  some  of  the  minor  programs  that  we 
are  responsible  for  care  for  in  this  county,  the  MIA  program,  for 
example. 

Mrs.  Boxer.  What  does  that  stand  for? 

Dr.  Hobby.  Medically  Indigent  Adult.  They  fall  through  the 
cracks  of  Medi-Cal  and  they  are  the  next  class. 
Mrs.  Boxer.  Uninsured. 

Dr.  Hobby.  Right.  We  hope  to  expand  the  care  from  there,  we 
hope  in  the  future,  to  add  a  couple  of  residents,  just  graduated 
dental  students,  who  would  be  willing,  at  a  reduced  rate,  to  work  in 
the  clinic  for  the  experience  that  they  would  get. 

And  if  we  could  turn  those  people  every  couple  of  years,  that 
would  add  help. 

And  then,  in  addition  to  this,  we  are  hoping  that  the  dentists  in 
the  community  will  come  in  and  either  volunteer  their  time  or 
work  at  a  reduced  scale  to  take  up  the  slack. 

It  is  one  thing  to  ask  a  dentist  to  volunteer  a  few  hours  of  their 
time  to  come  in  and  see  patients.  It  is  another  thing  to  have  them 
take  time  out  of  their  busy  practice  to  see  a  patient  who,  they  are 
only  going  to  get  reimbursed  two-thirds  of  what  it  costs  them  to  do 
the  procedure. 

And  we  are  hoping,  by  having  a  facility — and  some  other  areas 
talked  about  the  seed  money  for  facilities.  Once  they  are  there,  we 
are  hoping  that  with  the  limit  constraints — and  I  realize  that  there 
are  budget  constraints,  but  what  we  are  trying  to  do  is  use  the 
money  more  frugally  and  if  we  are  not  paying  someone  else's — if 
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you  don't  have  to  make  a  profit  at  it  you  can  obviously  run  a  much 
more  efficient  show. 

Mrs.  Boxer.  So  what  you  are  saying  is,  if  you  got  the  seed — your 
theory  is,  if  we  look  at  this  as  a  model  and  it  works,  if  you  were 
able  to  get  seed  money  to,  say  county  hospital,  use  that  as  a  start, 
to  open  up  dental  clinics,  and  then  as  part  of  the  expenses  to  pay  a 
limited  number  of  people  to  do  the  basic  work  and  then  try  to  get 
dentists  who  are  walking  away  from  Medi-Cal  because  they  are  not 
only  losing  money,  they  have  to  fill  out  all  the  forms  and  all  the 
bureaucracy  and  the  aggravation  that  they  don't  want  to  put  up 
with  to  volunteer  their  time  rather  than  take  a  patient  and  lose 
money. 

Dr.  Hobby.  That  is  correct. 

Ms.  Boxer.  You  are  saying  the  dentists  would  look  at  that  in  a 
better  way.  But  it  gets  back  to  the  whole  point  I  was  making 
before,  the  idea  of  community  health  centers  where  people  can 
come  and  get  their  needs  taken  care  of.  When  will  this  open? 

Dr.  Hobby.  September  15  was  the  last  date  that  I  have. 

Mrs.  Boxer.  So  you  are  waiting  until  the  middle  of  September  to 
make  sure  that  the  office  is  arranged. 

Dr.  Hobby.  Yes. 

Mrs.  Boxer.  And  will  that  plan  accept  DentiCal  and  Medi-Cal  as 
payment?  I  assume  you  would  take  it. 
Dr.  Hobby.  We  will. 

Ms.  Finley.  We  will  treat  indigents  first  because  they  don't  have 
any  access  to  dental  care. 
Dr.  Hobby.  Right. 

Mrs.  Boxer.  You  know,  isn't  it  amazing  what  you  just  said,  we 
will  treat  the  indigent  first.  What  about  Medi-Cal  first?  They  are 
indigent,  but  they  are  better  off  than  the  indigent  non-Medi-Cal 
person. 

I  mean,  really  what  is  happening  in  society  is  this  group  of 
people  in  the  middle  who  are  the  working  poor  who  have  no  insur- 
ance, and  it  is  kind  of  a  desperate  situation.  This  is  a  completely 
different  situation  than  we  have  ever  had  before  and  very  alarm- 
ing. 

The  only  plus  of  it  is,  I  would  hope  that  the  Congress  and  the 
President  might  wake  up  a  little  quicker  when  we  find  out  that  it 
is  people  that  are  working  and  trying  to  make  it  that  are  having 
such  a  difficult  time. 

Congratulations  to  you  on  what  you  are  doing. 

Ms.  Ross,  I  would  just  say  that  your  comments  are  right  on 
target.  You  are  describing  a  situation  where,  because  of  a  lack  of 
transportation — you  are  tying  it  all  together  because  of  lack  of 
transportation  the  access  is  so  limited  and  it  doesn't  sound  like  it  is 
too  pleasant  for  seniors  who  don't  drive  and  don't  have  the  finan- 
cial capability  of  it. 

Mr.  Condit,  any  questions? 

Mr.  Condit.  Madam  Chairman,  I  do,  and  I  want  to  follow  up  on 
your  point  which  I  think  is  a  very  good  one  about  the  working  poor 
falling  through  the  cracks  and  I  think  that  we  can  stay  here  all 
day  and  talk  about  why  that  happened  and  refer  also  to  some  poli- 
cies of  an  ex-president.  However,  you  know,  we  must  move  on. 
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Another  problem  also  I  think  that  is  equally  ludicrous,  you 
know,  if  you  have  a  Medicare  patient  able  to  get  services  but  one 
that  doesn't  qualify  for  Medi-Cal,  it  is  also  a  problem  of  Govern- 
ment wanting  you  to  become  truly  indigent  before  you  can  qualify 
which  imposes  on  this  eligibility  problem,  Ms.  Ross,  that  you 
brought  up. 

This  situation  that  you  brought  up  of  the  wheelchair  bound 
person  in  this  county  who  has  some  kind  of  a  trailer  in  Arkansas 
that  he  or  she  can't  get  rid  of  and  because  they  have  this  commodi- 
ty, they  can't  qualify?  I  mean,  that  makes  no  sense  to  me.  Madam 
Chairman. 

It  is  like  a  situation  that  we  considered  in  the  Agriculture  Com- 
mittee when  we  were  marking  up  the  food  and  nutrition  act  that 
we  just  passed  and  we  had  a  particular  hearing  about  eligibility 
problems. 

And  if  my  memory  serves  me  correctly,  we  have  a  problem  in 
West  Virginia,  where  an  indigent  person,  when  they  considered 
their  income  eligibility,  this  person  qualified  for  donated  clothing 
by  some  charitable  group  and  the  food  and  nutrition  group  of  the 
USDA  considered  this  as  income,  thereby  disqualifying  this  person 
for  food  stamps. 

Another  situation  of  a  blind  food  stamp  recipient  having  received 
dog  food  for  the  guide  dog,  seeing-eye  dog,  and  because  they  didn't 
have  to  pay  for  it  that  counted  as  income  which  also  put  her  over 
the  threshold  for  eligibility.  It  doesn't  make  sense. 

Ms.  Ross.  And  then  there  is  something  called  spend  down.  That 
is  what  they  call  it,  when  you  have  to  spend  your  savings,  when 
you  have  to  spend  the  money  that  you  worked  all  your  life  to  save 
in  order  to  qualify  for  the  program. 

Mr.  CoNDiT.  So  that  is  my  question.  How  would  you  revise  the 
eligibility  formula?  Do  you  see  anything  that  we  could  do  right  now 
to  weed  out  what  I  think  is  a  ludicrous  situation,  you  know,  a 
wheelchair  person  here  having  to  somehow  name  a  mobile  home  in 
Arkansas? 

Ms.  Ross.  You  know,  the  Medi-Cal  share  of  cost  system  works  for 
catastrophic  coverage.  Are  you  familiar  with  that  system?  Basical- 
ly, you  know,  if  you  are  within  the  property  eligibility  criteria,  if 
you  happen  to  be  hospitalized,  if  you  are  employed  they  take  your 
income  and  for  that  hospitalization  you  pay  a  portion  and  Medi-Cal 
will  pick  up  the  rest  and  that  works  for  catastrophic  coverage. 

On  a  regular  basis  of  preventive  health  care  it  doesn't  really 
work.  Possibly  something  like  a  fee  for  service  basis  for  people,  the 
idea  of  community  clinics,  the  idea  of  community  clinics  going  out. 
You  know,  I  don't  know  if  that  is  even  possible  but  I  think  it  would 
solve  some  of  the  problems. 

Another  thing  that  would  solve  the  problems — many  of  the  serv- 
ices that  you  will  find  in  the  Bay  Area  and  in  Los  Angeles  are  on  a 
sliding  scale  fee  for  service  and  there  are  programs  that  are  funded 
as  well  so  that  they  have  a  funding  structure  and  then  a  fee  for 
service  based  upon  what  you  are  able  to  pay. 

As  I  said,  what  the  problem  is,  many  of  those  programs  don't  get 
into  the  valley,  don't  get  into  the  mountain  counties.  They  are  clus- 
tered in  the  Bay  Area.  If  we  had  more  opportunity  for  those  kinds 

of  programs  here,  that  would  be  helpful. 

j 
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Mr.  CoNDiT.  Thank  you,  and  to  Dr.  Hobby,  I  was  also  interested 
in  the  extent  to  which  the  Government  participates  in  the  program 
that  you  mentioned.  The  Mid- Valley  Dental  Foundation? 

Dr.  Hobby.  The  Government  does  not  participate  in  that  at  all. 
That  is,  the  dentists  themselves  commit  that  money  and  run  that 
program  in  conjunction  with  school  nurses.  The  school  nurses  iden- 
tify the  children  that  don't  qualify  for  the  dental  care,  don't  qualify 
for  the  other  programs. 

They  then  refer  them  to  a  staff  person  that  we  have  who  then 
provides  dentists  in  the  community  and  we  donate  dollars  and  also 
hours  of  care. 

Mr.  CoNDiT.  I  am  sorry,  I  got  the  wrong  program.  It  is  the  Scenic 
General  clinic? 

Dr.  Hobby.  Yes,  that  one.  Scenic  has  used  some  one-time-only 
moneys  to  provide  the  equipment  and  locate  the  space,  the  rent 
and  pay  the  Director's  salary  for  at  least  2  years.  That  is  our  seed 
money  that  we  talk  about. 

Mr.  CoNDiT.  From  the  Government. 

Dr.  Hobby.  Right.  The  private  sector — what  we  are  hoping  to  do 
is,  we  have  done  the  leg  work  and  provided  the  guidance  in  doing 
what  they  are  doing  with  that  money  and  then  I  help  them  identi- 
fy and  interview  dentists  and  then  we  will  help  them  as  an  adviso- 
ry committee  to  run  that  program  and  continue  to  keep  it  staffed 
and  then  volunteer  time  in  the  clinic  itself  so  it  is  a  kind  of  a — we 
are  hoping  that  with  the  moneys  available,  because  it  is  limited, 
and  once  we  have  the  clinic  up  and  running  we  can  use  the  moneys 
more  effectively  than  a  fee  for  service  basis  where  it  doesn't  work 
because  the  fee  for  service  is  not  enough  to  get  the  service. 

Mr.  CoNDiT.  Have  you,  and  how  have  you  involved  the  mega- 
body — in  this  case  it  would  be  the  American  Dental  Association — 
because  if  this  thousand  points  of  light  scenario,  if  it  is  going  to 
work  you  have  got  to  have  everyone  involved  and,  you  know,  if 
Government  has  a  role  and  private  dentists,  in  this  case,  have  a 
role,  I  think  a  group  that  we  have  left  out  of  this  equation  has  been 
the  professional  groups,  you  know,  the  national  groups  and  multi- 
national professional  groups,  the  American  Dental  Association  and 
the  American  Bar  Association. 

They  have  incredibly  wealthy  coffers  that  I  think  might  have 
been  brought  into  the  problem.  Have  you  recommended  to  you — 
have  you  submitted  

Dr.  Hobby.  Well,  we  are  a  tripartite  system,  which  means  I 
belong  to  all  three  groups,  the  local  group,  the  State  group,  and  the 
national  group. 

Mr.  CoNDiT.  Do  they  belong  to  you,  though? 

Dr.  Hobby.  Yes,  we  are  them.  I  mean,  you  know,  I  feel  that  way 
about  our  organization,  anyway. 

Mr.  CoNDiT.  It  percolates  up,  though,  doesn't  it.  It  doesn't  perco- 
late down. 

Dr.  Hobby.  As  far  as  dollars? 

Mr.  CoNDiT.  Yes. 

Dr.  Hobby.  I  don't  know— we  as  a  local  community  do  what  we 
decide  to  do.  You  know,  we  deal  with  them  but  they  are  not — I 
don't  think  they  are  an  economic  entity  as  far  as  care  giving  is  con- 
cerned. They  are  an  economic  entity  
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Mr.  CoNDiT.  That  is  my  point. 

Dr.  Hobby.  They  are  an  economic  entity  in  the  fact  that  I  am  a 
member  of  that  organization  and  I  take  my  time  to  volunteer  and 
do  these  things  as  part  of  that  organization  but  are  you  suggesting 
that  we  pay  dues  to  the  ABA  so  that  they  can  fund  dental  pro- 
grams nationwide  rather  than  on  a  local  level,  doing  what  we  are 
doing?  I  feel  that  we  are  more  effective  on  a  local  level. 

Mr.  CoNDiT.  I  am  saying  that  your  very  worthy  effort  here  could 
be  duplicated  through  the  action  of  the  national  board  of  directors 
of  the  American  Dental  Association  if  they  were  informed  about 
your  effort  here  in  this  county  and  State. 

Are  you  saying  to  me  that  you  would  not — I  don't  want  to  make 
it  personal.  Just  let  me  say,  if  a  prototype  project,  if  a  demonstra- 
tion type  project  such  as  this  one  were  to  be  presented  to  the  na- 
tional board  of  directors  of  the  American  Dental  Association,  do 
you  think  this  proposal  would  fall  on  deaf  ears  in  terms  of  funding 
or  supplemental  funding  elsewhere? 

Dr.  Hobby.  I  have  no  idea  of  their  funding — I  have  no  idea  what 
their  funding  requirements  are  or  what  their  programs  are  in  that 
light.  If  it  worked,  I  would  certainly  be  willing  to  present  it  but  I 
have  a  feeling  it  would  be — it  is  just  my  own  personal  feeling, 
maybe  I  am  wrong — that  it  would  be  more  of  them  being  in  the 
informational  mode  to  say,  this  is  what  was  done  in  California,  let 
us  help  you  set  one  up  here. 

I  am  not  sure  that  the  dollars  are  available.  I  don't  want  them  to 
raise  my  dues.  I  would  rather  do  what  I  do  here  locally  and  just 
give  them  the  model,  I  guess  is  what  I  am  saying. 

Mr.  CoNDiT.  Thank  you.  Well,  if  80  percent  of  operating  a  dental 
office  is  overhead  expense,  what  I  am  thinking  is — I  am  not  famil- 
iar with  AMA  or  ADA  but  I  am  with  ABA  and  I  know  that  a  lot  of 
your  dues  go  to  overhead  costs  of  operating  that  national  organiza- 
tion. 

And  some  of  that  money  could  be  better  spent  for  community 
legal  services,  and  that  is  my  point  with  the  American  Dental  As- 
sociation. 

Mrs.  Boxer.  Thank  you  very  much.  Mr.  Condit,  would  you  like  to 
ask  a  question*^ 

Mr.  Condit.  Yes,  I  just  have  a  couple  of  comments  and  maybe  it 
will  turn  into  a  question  and  it  is  about  the  spend  down  policy.  I 
have  seen  the  spend  down  policy  for  a  number  of  years,  as  I  know 
you  have  as  well  and  it  has  concerned  me  greatly. 

I  have  visited  a  number  of  senior  citizens  who  have  a  little  house 
that  they  worked  30  years  for,  have  $10,000  or  $12,000  in  the  bank. 
They  were  sick.  They  probably  would  have  been  better  off  if  they 
had  stayed  home  and  had  in-home  service.  Got  sicker  worrying 
about  the  spend-down  policy,  that  they  have  $10,000  or  $12,000  that 
they  were  saving  for  a  rainy  day. 

When  that  was  gone  they  had  to  get  rid  of  the  house  that  they 
might  have  wanted  to  leave  to  the  kids.  I  think  that  is  outrageous. 

You  know,  I  can  understand— we  are  not  talking  about  people 
with  $250,000  in  the  bank  and  we  are  not  talking  about  wealthy 
people.  We  are  talking  about  what  has  been  referred  to  as  working 
class  people  who  worked  real  hard  to  get  a  home.  They  deserve  to 
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leave  it  to  the  kids  and  I  think  they  are  entitled  to  health  care 
without  giving  their  home  away. 

And  I  think  if  we  were  going  to  change  something  in  terms  of 
the  qualifications  for  these  programs,  they  ought  to  at  least  be  able 
to  keep  their  homes.  Maybe  they  ought  to  spend  out  of  their  sav- 
ings account.  Maybe  that  is  the  rainy  night.  I  don't  know.  But  at 
least  they  ought  to  be  able  to  keep  their  home. 

I  think  that  whatever  we  do  at  a  national  level  in  changing  this, 
and  maybe  you  can  respond  to  this,  I  think  people  are  more 
healthy  when  they  are  able  to  stay  at  home.  I  remember  my  grand- 
parents, if  they  could  be  home,  they  were  healthier,  happier,  and  it 
seems  to  me  that  we  ought  to  do  ever3d:hing  that  we  can  to  keep 
them  in  their  homes  and  in  the  long  term  it  will  probably  cost  us 
less  money. 

That  is  my  comment.  I  don't  know  if  you  have  a  response  or  not. 

Ms.  Ross.  I  think  that  every  step  on  the  continuum  of  care  is  im- 
portant. You  know,  your  hospitals  are  important,  skilled  nursing 
facilities  are  important,  residential  care,  in-home  care,  and  they  all 
have  to  be  addressed. 

And  one  of  the  things,  it  seems  to  me,  that  health  care  never 
really  looks  at  is  preventive  care  that  you  are  talking  about,  some- 
one who  can  stay  home  and  receive  services  in  the  home.  Surely 
that  would  be  a  cost  savings  in  the  long  run,  over  acute  care  hospi- 
tal care,  more  expensive  medical  care. 

Mr.  CoNDiT.  And  I  would  like  to  just  close  by  commending  Dr. 
Hobby  and  Beth  Finley  for  what  I  think  is  coming  up  with  a  good 
idea  with  the  Dental  Association  and  county  hospital  coming  to- 
gether to  try  to  provide  some  dental  care  for  the  people  in  this 
county. 

We  don't  know  if  it  is  going  to  work,  but  if  it  does  work,  I  think 
you  will  take  it  back  to  your  national  association  as  a  model  pro- 
gram and  I  know  that  you  guys  have  been  working  on  it  a  long 
time  because  I  met  with  you  and  I  wish  you  well  and  commend  you 
for  at  least  trying  to  come  up  with  some  way  of  dealing  with  this 
problem.  That  is  all  I  have  to  say. 

Mrs.  Boxer.  Thank  you  so  much.  Congressman,  for  welcoming  us 
to  your  wonderful  Congressional  district  and  helping  us  put  this  to- 
gether and  to  your  staff  I  say  thank  you. 

And  to  Mr.  Espy,  from  coming  all  the  way  from  Mississippi  to 
come  and  visit  this  which  is  what  we  have  decided  is  your  second 
home. 

Mr.  CoNDiT.  That  is  correct. 

Mrs.  Boxer.  Just  a  little  bit  of  technical  business.  I  ask  that  the 
testimony  that  was  received  in  Fresno  yesterday  be  incorporated 
into  this  hearing  record. 

Hearing  no  objection,  that  will  be  done. 

This  hearing  stands  adjourned.  Thank  you  all. 

[Additional  material  submitted  for  the  record  follows:] 

Prepared  Statement  of  Anna  Phillips 

I  have  been  requested  to  address  the  issue  of  Health  Care  Crisis — Teenage  Preg- 
nancy. As  Director  of  Health  Services  for  Fresno  Unified  School  District  which 
serves  approximately  68,000  students,  I  am  very  aware  of  the  significant  health 
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problems  associated  with  teenage  pregnancy.  In  our  school  district,  girls  who  are 
known  or  suspected  to  be  pregnant  are  referred  to  the  school  nurses. 

During  the  1986-87  school  year  the  nurses  started  maintaining  and  reporting  data 
regarding  pregnancies.  That  year  454  pregnancies  were  reported;  one  at  12  years  of 
age,  five  at  13  years,  23  at  14  years,  91  at  15  years,  etc.  Thirty-one  students  had  a 
second  pregnancy  and  two  had  a  third  pregnancy.  The  greatest  number  of  pregnant 
students  were  Hispanic. 

In  1987-88,  552  pregnancies  were  reported;  67  second  pregnancies  and  11  third 
pregnancies. 

In  1988-89,  554  pregnancies  were  reported;  73  second  pregnancies  and  13  third 
pregnancies. 

The  1989-90  statistics  are  not  complete  but  as  a  subtotal  we  have  562  pregnancies; 
72  second  pregnancies  and  16  third  pregnancies. 

When  we  look  at  numbers  of  significant  health  problems,  i.e.,  asthma,  diabetes, 
seizure  disorders,  orthopedic  problems,  etc.,  and  reduce  our  population  by  half  (ex- 
cluding males),  we  see  teenage  pregnancy  second  only  to  asthma  and  allergies  in 
numbers  of  students  affected.  It  is  a  major  health  risk  for  our  students. 

Setting  numbers  aside  and  giving  consideration  to  the  impact  of  pregnancy  on  the 
health  of  the  teenager  and  the  infant,  we  see  how  devastating  this  problem  can  be. 
The  following  are  examples  of  the  health  problems  experienced: 

Adolescents: 

—  severe  anemias  (one  student  required  transfusion  after  her  second  pregnancy 
and  then  got  pregnant  again) 

—  urinary  tract  infections,  pylonephritis 

—  ectopic  pregnancies,  surgeries 

—  toxemia,  preeclampsia 

—  numerous  Caesarian  deliveries  (one  student  had  a  third  C  section) 

—  complications  of  existing  health  conditions  due  to  pregnancy,  i.e.,  seizure  dis- 
order, arthritis,  scoliosis,  diabetes,  congenital  heart  disease,  etc. 

—  post  partum  infections  and  post  partum  hemorrhage 

—  a  student  with  severe  toxemia  suffered  a  cardiac  arrest  during  delivery;  an- 
other delivered  prematurely,  had  a  stroke  and  has  limited  use  of  one  leg 

—  several  students  have  been  hospitalized  with  severe  nausea,  vomiting,  dehy- 
dration and  weight  loss 

Infants: 

—  many  babies  have  been  born  prematurely  (15-20  over  past  3  years)  weighing 
as  little  as  1  lb.  12  oz. 

—  several  still  births,  one  baby  born  with  Trisomy  (genetic  defect  causing 
severe  deformity  and  mental  retardation) 

—  two  babies  born  with  gastroischesis 

—  one  baby  with  hydrocephalus  who  is  now  a  patient  at  Porterville  State  Hos- 
pital 

There  are  a  brief,  minimal  listing  of  the  problems  experienced  by  our  students 
and  does  not  include  the  depressions,  pregnancy  associated  with  rape,  the  child 
abuse  referrals  for  either  or  both  the  adolescent  and  the  infant,  and  the  appalling 
dropout  rate  of  the  girls. 

Access  to  care  does  not  seem  to  be  a  major  problem.  Although  a  few  of  the  girls 
have  delivered  with  no  prenatal  care,  the  school  nurses  see  that  almost  all  of  them 
receive  medical  care,  primarily  through  the  use  of  a  Medi-Cal  card.  What  is  greatly 
needed  is  more  efforts  toward  prevention  and  better  case  management  of  students 
who  are  pregnant  to  ensure  regular  prenatal  care  and  to  assist  students  with  the 
psychosocial  and  educational  aspects  of  their  situations. 

I  am  pleased  to  have  an  opportunity  to  share  this  information  and  hope  that  Fed- 
eral funding  may  be  increased  to  provide  additional  services  for  pregnant  and  par- 
enting adolescents. 


91 


PREPARED  STATEMENT  OF  JACK  K.  WALLER 


For  the  record,  I  am  Jack  K.  Waller,  Chief  Executive  Officer  of  Selma 
District  Hospital,  a  65  bed  acute  care  hospital  located  in  Fresno  County.  My 
statement  will  cover  the  following  three  points: 

1)  Federal  Funding  for  Health  Care 

2)  Cost  of  Health  Care 

3)  Access  to  Rural  Health  Care 

On  the  first  point,  as  a  practicing  hospital  administrator,  I  am  totally 
dismayed  at  the  Medicare  funding  cuts  over  the  past  five  years.    The  DRG 
payment  system  under  PPS  (prospective  payment  system)  is  a  completely 
inequitable  situation  for  hospitals  under  100  beds.    The  bureaucratic^ 
paperwork  is  unreasonable  and  the  utilization  review  process  costs  hospitals 
even  more  money.    Also,  the  risk  to  small  hospitals  is  greater  since  the 
urban-rural  differential  is  significant  on  the  order  of  14-17\.  Small 
hospitals  are  not  fairly  treated  under  the  Medicare  PPS  system.  Specifically, 
the  proposals  to  add-on  capital  equipment  to  the  DRG  rate  will  be  a  disaster 
for  small  hospitals.    Most  rural  hospitals  were  built  in  the  1950 's  with 
Hill-Burton  funding.     These  facilities  are  now  due  to  be  replaced  and  the 
add-on  to  DRG's  will  not  be  adequate. 
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On  the  second  point  of  the  cost  of  health  care,  I  believe  that  ultimately 
we  will  see  15%  of  GNP.     This  is  an  increase  from  the  current  IIV  rate. 
Quality  health  care  is  manpower  and  technology  based  so,  therefore,   as  new 
equipment  and  new  technicians  are  introduced  ....  the  cost  goes  up. 
However,  patients  benefit  from  improved  quality  of  life  with  total  hip 
replacement  surgery,  cataract  eye  surgery,  and  MRI  imaging  of  arthritic 
joints.     Each  of  the  items  I  just  mentioned  are  offered  in  my  65  bed  acute 
care  facility.     Senior  citizens  are  able  to  use  my  hospital  since  it's  close 
to  their  homes.     No  public  transportation  exists  in  the  area  and  some  seniors 
don't  drive  automobiles  at  their  advanced  age  of  70 "s  and  80' s.     We  can't  turn 
away  from  the  needs  of  older  Americans. 

On  the  last  point  of  access  to  rural  health  care,   I  am  convinced  that 
rural  services  are  absolutely  mandatory!     Our  federal  health  care  system  has 
been  supported  by  rural  workers'  contributions  to  Social  Security.  Likewise, 
these  payors  should  be  able  to  receive  benefits  in  their  small  towns  and  local 
area.     I  guess  my  point  would  be  that  this  country  was  built  on  farms,  small 
shopkeepers,  and  small  business  enterprise.    We  can't  abandon  our  senior 
citizens  at  their  time  of  health  care  need,    to  expand  on  this  point,  let's 
keep  in  mind  that  rural  America  has  been  hard  hit  by  service  reductions  from 
the  state  and  to  add  Federal  cuts  would  be  overwhelming. 

In  summary,  I  suggest  major  changes  in  Medicare  are  needed  and  this  task 
force  can  be  instrumental  in  that  effort.  Congresswoman  Boxer,  I  appreciate 
this  opportunity  to  give  testimony  and  would  entertain  any  questions. 

Thanks . 

Enclosures. 
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California  Rural  Hospitals 


ISSUES  '90 

Prepared  for  the  Washington. 
D.C  Congressional  Visit, 
June  1990,  by  the 

•  California  Association  of 
Hospiuls  and  Health  Systems 
Rural  Hospital  Center 

•  Hospiul  Council  of  Northern  and 
Central  California 

•  Hospiul  Council  of  San  Diego 
and  Imperial  Counties 

•  Hospital  Council  of  Southern 
California 
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Introduction 

California's  small  and  niral  hospiuls 
play  a  special  role  in  the  state's 
health  care  system.  Located  in 
sparsely  populated,  often  isolated 
communities,  these  facilities  serve 
as  the  center  of  the  health  care 
delivery  system  for  residents  and 
travelers.  They  also  assist  in  main- 
taining the  economy  of  rural  areas 
by  serving  as  nujor  employers. 

Rural  acute  care  hospitals  also 
provide  the  medical  back-up  neces- 
sary for  the  development  and 
operation  of  long-term  care  services 
for  the  aging  jwpulation  of  rural 
California.  Without  this  "hub"  of 
health  care,  many  communiues 
v:(M\d  not  have  the  basic  health 
ser\-ices  necessary  to:  1)  sustain  life 
in  an  emergency,  2)  treat  day-to-day 
illness,  and  3)  provide  care  to  the 
acute  and  chronically  ill. 

There  are  currently  83  rural  hospitals 
in  California  as  defined  by  peer 
groupings  under  Section  1 188.855  of 
the  California  Health  and  Safety 
Code. 


Thiny^ix  California  rural  hospiuk 
are  distria  hospiuls  supported  by 
a  local  tax  base  An  additional  20 
facilities  are  rionprofit;  10  are 
owned  by  local  government:  nine 
are  church-affiliated  and  eight  are 
investor -owned  and  ojserated. 

Facts  About  California 
Rural  Hospitals 

Size,  Services  and  Utilization 

(See  Figure  I  for  utilization  data.) 

•  83  rural  hospiuls  (as  defined  by 
the  sute) 

•  49  rural  hospitals  (as  defined  by 
the  Medicare  program) 

•  27  sole-community  provider  rural 
hospitals 

•  1.3  million  population  in  federal 
rural  counties 

•  California  rural  hospiuls  range  in 
size  from  four  to  98  licensed  acute 
care  beds 

•  25  rural  hospitals  have  DP/SNF 
programs 

•  14  rural  hospitals  have  saving  bed 
programs 


Figure  1  •  Colifomia  Rural  Hospital  Utilization  Data 


1984 

1987 

1988 

1989  (est) 

Total  Discharges 

132,614 

117,387 

116,952 

119,300 

Percent  Medicare  Discharges 

• 

38.7 

40.0 

40.7 

Percent  Medi-Cal  Discharges 

15.8 

15.6 

16.1 

Total  Patient  Days 

734,400 

753.452 

774,800 

Percent  Medicare  Days 

36.9 

35.7 

37.9 

Percent  Medi-CIal  Days 

32.1 

34.6 

32.3 

Length  of  Stay 

5.5 

6.3 

6.4 

6.5 

Outpatient  Visits 

1,201,000 

1,550,000 

1,700,857 

1,826,000 

*  I>au  not  availaUe 

Source:  OSHPO  Annual  Disclosure  Data  (1964)  and  Quanedy  Financial  and  UtQization  Dau  (1987-1989.) 
Dau  base  indudes  83  niral  hospiuls  as  defined  by  Health  and  Safety  Code  1188  855- 
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Magnitude  and  Role  of 
California  Rural  Hospitals 

•  During  1969  discharged  c-er 
119.000  patients.  This  is  mce  than 
the  toul  discharges  from  al  -.ospi- 
ul5  in  each  of  eight  other  su:es. 

•  OnJy  19  of  California's  85  "Jral 
hospiuls  are  located  in  corr.-uni- 
ties  with  more  than  10,000  :tu- 
den.s  Rural  hospitals  make  serv  ices 
available  and  accessible  to  >rjll 
popuiatioru 

•  Califorrtia's  rural  Medicare 
counties  have  a  total  popuh.Dn  of 
1,302,700  residents  projeaec  :or 
1990,  larger  than  the  total  popula- 
tion prediaed  for  1S)S>0  in  ei^T  of 
12  other  states  in  our  naiior. 


•  Due  to  county  roads,  fog,  snow, 
mountains  and  flooding.  85  percent 
of  rural  hospiuls  in  California 
reported  that  some  time  during  the 
year,  the  trip  to  the  next  closest 
hospital  is  over  two  hours. 

•  AiLhough  California  is  one  of  the 
nation's  largest  niral  sutes.  its  rural 
health  care  problems  are  sometimes 
overlooked  because  California  is 
one  of  the  largest  urban  states. 
Eighr\  -five  percent  of  California 
hospitals  are  urban,  15  percent  are 
njral 

•  Due  to  California  having  large 
counties,  many  California  hospiuls 
that  are  located  in  urban  Medicare 
counties  actually  serve  rural 


Millions 
of  dollars 


Figure  2  •  Profile  of  Financial  Crisis  Facing  California  Rural  Hospitals 
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Figure  3  •  Proposed  AltemoHve  Rurol  Model  Hospitol 


Core  Services 

Standby  Emergeno'  Medical  Services 

Basic  Medical  Holding/Stabilization  Capacir\' 

Basic  Ambulatory  Care 

Basic  Laboratory  Services 

Basic  Radiology  Services 


populauons  and  these  hr^^piuls  and 
their  patients  would  benefit  from 
programs  that  at  present  ire  only 
available  to  rural  desigr.i.ed 
hospii-ls. 


Financial  Itesues 

•  Since  1983,  13  Califorria  rural 
hospitals  have  dosed,  second  only 
to  Texas. 

•  During  1989,  70  percent  (58  out 
•of  83)  of  California  rural  hospiuls 

experienced  a  negative  operating 
margin. 

•  Outpatient  visits  have  inaeased 
over  50  percent  ^ile  inpatient 
discharges  decreased  by  10  percent 
during  the  past  five  year-  pre\-ent- 
ing  the  use  of  economies  of  scale, 
making  it  difTicult  to  maL-.uin  an 
inpatient  facility  as  well  is  retain 
medical  staff. 

•  While  inpatient  discha.-ges  are 
decreasing,  the  average  length  of 
suy  and  the  percenuge  of  inpatient 
care  paid  for  by  the  gove.-runent 
have  been  increasing  (See  Figures 

1  and  2)  creaUng  a  financial 
burden  for  rural  hospitali. 


•  Two  rural  hospitals  in  California 
x«.  hich  had  negative  operating 
margins  merged  in  1^  and  are 
being  investigated  by  the  Federal 
Trade  Commission  (FTC).  Rural 
hospiuls  should  be  exempt  from 
FTC  regulations  that  nuy  arise  from 
mergers,  acquisitions,  consolida- 
tions or  other  cooperative  efforts 
^ith  other  health  care  facilities. 


Human  Resource  Issues 

•  Over  95  percent  of  California's 
rural  hospiuls  have  experienced 
difficult)'  in  recruiting  one  or  more 
of  the  15  most  conunon  categories 
of  hea]th_personnel. 

•  Approximately  80  percent  are 
actively  recruiting  physicians  during 
May  1990 

•  Seventy  percent  are  having 
difficulty  recruiting  nurses. 

•  Thirty-five  percfent  are  having 
difficulty  recruiung  radiology 
technicians  and  laboraton*  techni- 


•  Over  20  percent  are  having 
difficulty  recruiting  physical  thera- 
pists and  respiratory  therapists. 
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Physical  Plant  Issues 

•  Due  to  their  financi&l  sure,  lural 
hospiuls  cannot  fund  depreciation. 
As  a  result,  many  have  physical 
plants  Jut  require  car;ta;  Tw.-enty 
hospitals  have  physica*.  p'.mts  that 
iverage  over  10  years  of  ije. 

•  Due  to  stria  seismic  Lcsnsing 
md  fire  codes,  it  is  esiimi.ed  by 
•_-e  sute  that  regulator.-  recuire- 
rr.ents  add  up  to  60  percer.;  of 
hospital  construction  inc  renova- 
■_c>n  costs  in  California 

The  California  Rural  Hospitals' 
Response  To  Rural  Heolth  Care 
Issues 

Tne  focal  point  for  addressing  rural 
hospital  issues  is  through 
California  Association  of  Hospitals 
and  Health  Systems  (C^HHS)  Rural 
Hospiul  Center  (RHC)  ^  h.ch  serves 
_-.  an  advisory-  capacir;."  to  ±e 
C\HHS  Board  of  Trus'^ei  The 
Rural  Hospiul  Center  Ad- -5ory 
Board  (RHC.\B)  works  ir.  conjunc- 
"_Dn  with  the  Hospital  Cc.r.cils 
.'Hospiul  Council  of  NorL-em  and 
Central  California,  the  Hospiul 
Council  of  San  Diego  and  Imperial 
Counties  and  the  Hospital  Council 
of  Southern  California)  and  coordi- 
rjtes  its  activities  with  constituency 
croups  that  serve  rural  hcspiuls. 

Some  of  the  major  activities  of  the 
HHCAB  are: 

•  Conducting  an  annual  Rural 
Hospiul  Symposium  to  keep  rural 
hospiul  administrators  up-to-date 
on  rural  health  care  issuei 

•  Providing  lechrucal  ^ss-^unce  to 
•_Te  OfTice  of  Sutewide  Health 
?lanning  and  Developmen: 
(OSHPD)  in  the  development  of  an 
alternative  rural  model  hospiul 
•:.\RAO.  (See  Figure  3)  "ntc  model 
allows  rural  hospiub  to  meet  sute 
licensure  and  certification  require- 
ments and  Medicare  conditiorts  of 
participation  requirements  while 
offering  a  limited  scope  of  services 


simQar  lo  that  proposed  under  the 
proposed  federal  Rural  Prima rj' 
Care  Hospiul.  It  is  estimated  that 
approximately  20  hospiuk  in 
California  can  benefit  from  the 
ARiM 

•  Sponsoring  and  co-sponsorinc 
sute  legislation  to  relieve  rural 
hospitals  of  unnecessary  rcgulatcr 
burdens  and  to  assure  that  there  :s 
a  coordinated  and  rcsponsKe  ef.oa 
at  the  sute  level  to  address  rural 
hospital  problems. 

•  Providing  technical  assistance  '.o 
rural  hospiuls  through  1990 
programs  such  as  the  publication  of 
a  department-specific  rural  hosp::a 
financial  analysis  management  lool 
and  a  statewide  rural  hospital 
public  relations  program  entitled 
Homeioum  Heal:hy. 

•  In  conjunction  with  the  hospiu! 
councils,  keep  federal  and  state 
legislators  and  legislative  suff  up- 
to-date  on  rural  hospiul  issues  ar.i 
concerns 

Summary:  The  California 
Rural  Hospital  Crisis 

•  Due  to  its  large  rural  populatior. 
and  geographic  area.  California 
rural  hospiuls  are  heavily  afTeacd 
by  the  problems  which  afTea  our 
nation's  mral  health  care  dcli\-en 
system. 

•  Medicare  and  Medi-Cal  unreim- 
bursed costs,  bad  debts  and  charr.y 
costs  increased  over  50  percent  ir. 
California  rural  hospiuls  bctweer. 
1986  and  1989.  touling  over  S83 
million  in  1989.  .\s  a  result.  Califc- 
rua  rural  hospiuls  as  a  whole  have 
had  negative  operating  margins  fcr 
four  straight  years. 

•  Due  to  travel  lime  and  weather, 
accessibility  to  rural  hospitab  is 
already  a  problem.  Addiunnal  rural 
hospital  closures  which  are  on  the 
brink,  will  affect  both  availability 
and  accessibility  to  needed  health 
services  when  they  occur. 
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•  California  rural  hospitals  are 
sufTering  from  a  shoruge  of 
physicians,  nurses  and  other  health 
care  personrtel. 


•  Due  to  California's  diverse  rural 
areas  and  the  diversity  of  rural 


are  necessary,  they  irKsease  the 
capiul  needs  of  California's  rural 
hospiuls. 


•  California  rural  hospiuls  need 
access  to  capital  to  maintain 


areas  across  the  nation,  regulatory 
agencies  and  third  party  payers 


physical  plants  which  meet  regula- 
tory requirements.  Hospiul  seismic 
safety  requirements  alone  can  add 
10  percent  to  30  percent  to  hospital 
renovation  and  construction 


must  provide  waivers  and  financia' 
support  for  a  variety  of  pilot 


alternative  rural  hospiul  models  to 
assure  the  availability  of  health  care 
to  all  citizens.  ■ 


projects.  While  these  requirements 


1990  Legislative  Agenda  Solutions 


•  Eliminate  the  urban/rural  differential  by  1S>91. 

•  Appropriate  funding  for  the  establishment  of  the  Essential  Access  Community  Hospital 
(EACH)  and  the  Rural  Primary  Care  Hospital  (RPCH)  by  1991  and  coordinate  these  programs 
with  states  that  have  established  similar  programs  at  the  state  level. 

•  Exempt  rural  hospitals  from  FTC  regulations  that  may  arise  from  mergers,  acquisitions, 
consolidations  or  other  cooperative  efforts  with  other  rural  health  care  facilities. 

•  Establish  programs  that  will  assist  rural  hospitals  in  recruiting  physicians  and  nurses 
through:  1)  federal  income  tax  incentives  2)  additional  Medicare  payments  to  rural  primary 
care  physicians,  and  3)  reauthorization  of  the  National  Health  Service  Corps  grant  and  loan 


•  Through  the  federal  Geographic  Classification  Board,  establish  a  means  through  which 
hospitals  in  rural  areas,  that  are  paid  at  the  small  urban  rate  with  a  disproportionate  Medi- 
care volume,  may  access  programs  that  are  presently  only  available  to  hospitals  paid  at  the 


programs. 


rural  rate. 
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CALIFORNIA  ASSOCIATION  OF 
HOSPrr.ALS  A.VD  HEALTH  SYSTEMS 


CALIFORNIA  HOSPITALS 
SUMMARY   1989   DTILIZATION  AND  FINANCIAL  IK70RMATI0N 

UTILIZATION 

DISCHARGES   INCRZASED  LESS  THEN  0.1% 

Medicare  utilization  increased  3.0% 
Kedi-Cal  utilization  increased  5.0% 

OUTPATIENT  VISITS   INCREASED  4.1% 

LENGTH  OF  STAY  RZhlAINED  STABLE  AT  6 .  6  DAYS 

OCCUPANCY  INCREASED  FROM   60.8%  TO  62.5% 

FINANCIAL  PERFORMANCE 

NET  INPATIENT  REVENUES   PER  CASE  INCREASED  6.9% 

INPATIENT  EXPENSE  PER  CASE  INCREASED  5.8% 

PRETAX  PATIENT  MARGINS,  FOR  THE  FOURTH  CONSECUTIVE  YEAR 
REMiAI.KED  IN  THE  RED  -2.6  PERCENT. 

IN  PPS-5  HOSPITAL  MEDICARE  MARGINS  FELL  TO  .4  P'^RCENT, 
MORE  THAN  60  PERCENT  OF  THE  HOSPITALS  LOST  MONEY  ON  THEIR 
MEDICARE  BUSINESS 

THIRTEEN  TRAUMA  CENTER  CLOSED. 

UNCOMPENSATED  CARE  COSTS  -  5.2  MILLION  CALIFORNIANS  WITHOUT  HEALTH 

INSURANCE  -  21.6%  OF  THE  NON-ELDERLY 

TOTAL  UNCOMPENSATED  CARE   COSTS   INCREASED  TO  OVER  $3.1 
BILLION:     A  9.1%  INCREASE 

^  1989  AMOUNT       INCREASE  OVER  '88 


MEDICARE        $  647,000,000  3.4% 

MEDICAL  1,169,000,000  6.8% 

BAD  DEBTS  722,000,000  9.5 

CHARITY  564  .000.000  20.7% 

S3  .  102  .000.000  9.1% 


CAPITAL 

CAPITAL  EXPENSE  REMAINED  STABLE  AT  7.2%  OF  TOTAL  EXPENSES 

SOURCE:  FY  1984-1987  State  Annual  Disclosure  Data;  CY  1988-1989 
State  Quarterly  Financial  and  Utilization  Data. 


Representing  California  HospitaU  and  iheir  Health  Systenis 

1201  K  Sirt'C'i.  Suuc  800  •  IV>-:  0!l;vv  \i  >\  ll'-  •  S^,rj-;icn:t).  Ca  95-S12-1KN.'  •  9Ki "-ic!  •  F.ix  ^>l<v^=;:  -S<>i, 
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HEALTOWEEK 

NEWS 


HCFA,  AHA  maneuver  on  Medicare  capital  reimbursement 

R^ulatim  to  fold  category  into  PPS  still  months  from  release 


Wl  bdt  Uw  dau  16  patem  of  I 

■  Mr^  Om^  amtm  HC  hujitu  ttta  cquipcaeat  of  ihe  Mediouc  a^tal  inaiiey 

lliis  jFcu  beouK  of  Medicare  torn  heiag  tpeat  n  going  to 

WAanwCTOW  Hofpialeffi-  capial  fcan.  pay  off  coo^lmd  projecn. 
cah  ■cnmaly  amt  ifae  dciw      The  qxodiag  iunifs  are      To  penalixe  bcq>itali  for 

flfaacvMedioMeRgulaciaaao  faeied  by  iKility  aod  equip-  nakiag  good  frith  decisions 

opicri  Kiafcuaemeot,  bat  ofi-  ment  improvcmsnti  in  the  25  jmn  ago  i»  the  incorrect 

dik  doae  ■>  ifae  gwctmueui  burgeoning  outpatient  area*,  way  to  go  about  dus,"  Hen 

An  ay  dK  aew  nile,  vtitdi  If  the  new  Medicate  r^ula-  aaid.  "All  it  does  is  Kod  dieni 

aw  due  to  be  anmaarrrl  thii  cioo  cuts  bo^itab'  capicaJ  ii»o  a  crisis  situation." 

aamer,  may  not  emerge-notil  funds,  their  cress  would  feel  s       Although  HCFA  has  held 

NwuuLti.  heavy  impan.  Alio  bit  hard  immerous  tneetings  on  the 

Health  Gate  Financing  Ad-  would  be  boq>itals  with  large  yet-to-be-released  regulation, 

Binistfanoo  officials  won't  debts  brought  about  by  cazli-  officials    who   ^loke  with 

My  when  the  new  regulation  cr  capital  ipaidjng  progranu  HeaJthWeek  admitted  they 

will  be  omwiled.  Ha^>ital  industty  officials  have  very  little  idea  what  the 

HCFA  is  "qieodmg  a  lot  of  who  have  been  cooultcd  by  new  c^iitaJ  lule  will  loolc  like, 

ame  fwninii^  difietcnt  oaod-  HCFA  about  ifae  new  i^gubiion 

ds,"  Mid  Wendy  W.  Hen.  mid  Wilenfcy  ha  dm  a  good 

diiecnr  of  iiguiatory  inues  iobof  hnening  to  indwy  oon- 

vsth  the  Heslilajtfe  Finannal  oens.  She  has  also  uaihsted 


■  THERE  IS  just  no        i^a^.  ^^^'die 
fnpAol  Mnbunsnisnt] 
ionnuio  Aot  wnks  os  wdl 

„  wid)  Gul  Wiknsky,  p.22). 

OS  ne  piBS-nOUgn.  The  industry  want*  to  hold  on 
to  as  many  aspects  of  the  cur- 

Immt  Mr,  icot  capital  system  as  is  legal- 

tmrnMrnMUKplctteodBlir.  ly  possible,  but  dieit  b  dis- 
— igrrement  on   how  much 
"wiggle  room"  HCFA  has 
Maaagcment  Associatioo.  in       "We  still  think  cost  teim- 

Wcstcfaestcr.  III.  That  isOK  bunement  is  the  way  to  go," 

with  me.  I'd  rather  they  take  aaid  Paul  Renig,  executive 

dicir  litae  with  it."  vice  president  of  the  Ameri- 

All  ho^'tal  eyes  ate  on  can    Ho^ital  Awnriatifln's 

Wilensky  aad  HCFA  because  Washington  office.  Among  the  altetnatives  ur>- 

of  Coagress'  1987  order  that       "TVre  is  just  no  formula  der  consideration,  the  rule 

dte  ^cticy  write  a  new  regu-  that  works  as  well  as  the  pass-  could  increase  Medicare  PPS 

ktion  to  fold  Medicare  capital  through,  "said  Kenneth  Raske,  payments  by  an  unspecified 

paymeiNi  into  the  pra^iec-  preudent  of  the  Greater  New  percentage.   Hospitals  then 

tm-payraeot    system.    The  York  Hospital  Aaodatiao  He  Would  receive   die  capital 

■ew  icgulatioo  will  spell  the  added  that  New  York's  hc^it-  aiaaey.  even  if  such  spending 

«ad  of  dte  coat-baied  system  lal  sector  is  severely  uodeibuilt  was  jot  planned, 

diat  covcii  85  percent  to  97  aod  the  need  for  additional       It  is  abo  possible  that  bos- 

perccot  of  hospitals'  Medi-  capind  is  ciitical.  pitab  would  earn  the  right  to 

care-related  capita]  eiqienses.  a  cenaiD  amount  of  capital 

*Thii  o  not  as  big  as  the  ftimat  a»afi*if  lanpa  tOV  doUan   depet^ng   on  ho*' 

diift  to  PPS,  but  II  is  prob-       The  t)  billioo  in  1989  much  they  were  paid  by  Medi- 

iMy  second  after  that."  taid  Medicare  qcttding  represent-  care  through  PPS.  In  this  scc- 

Clenn  N.  Wsgner.  director  ed  about  9  percent  of  the  pro-  eario,  hospitals  wouU  receive 

of  municipal  research  at  gram's  1)6  billion  Pan  A  the  Medicare  capital  mcioe> 

Maboo,  Nugent  ft  Co..  a  budget.  Government  spend-  only  if  proiects  or  equipment 

New  York  bottd  firm.  ing  on  Medicare  capital  pay-  purchases  were  planned. 

Last  year  capital  «r»~^ing  ments  has  increased  about  10       Haq>ital  officials  said  the)- 

iomped  28  percent,  to  $15  percent  per  year.  do  not  expea  the  amount  o( 

biBiott.  Meanwhile,  HCFA  ks       Hen  said  HCFA  is  iiyit«  to  Medicare  capital  money  avail- 

1  of  diat  oomr  up  with  a  Bern-  apcsl  able  to  hospitals  to  change  in 

15  bttUoB  in  madd  that  discourses  ho^iiak  fiscd  year  1992,  which  begins 

indii^.  from  innrHit^  bed  oipadty.  on  Oct.  1,  1991.  when  the 

This   year   total    capital  Wiiendcy  has  aid  d»  belirm  t^ulatioo  is  mandated  to  go 

spending  is  expected  to  climb  current  ^gutes  that  dm- fcur  cf  into  e^  They  »>  it  is  un- 

77  percent,  to  $19-3  billioo.  every  10  sisftd  hospital  beds  dear  whether  Medicare  capital 

according  to  a  recent  survey  enpty  daxiU  be  reduced  cuts  will  be  made  in  bter  years 

by  Shearson  Lehman  Hutton,       Many  industry  officials  are  In  interviews  Wilensky  las  m- 

a  New  York  investment  firm,  skeptical  of  government  ef-  dkared  a  phase-in  period  for 

Moreover.  Sheanon  found  fons  to  change  qiefxlii^  pat-  the  ne«  regulation  is  likely.  B 
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PREPARED  STATEMENT  OF  TONY  VANG 


Congressvoman  Boxer,  members  of  the  panel:  my  name  is  Tony  Vang. 
I  aM  the  Executive  Director  of  Lao  Family  Commxinity  of  Fresno, 
Inc.,  a  non-profit  organization  that  serves  refugees  and 
immigrants.  I  sua  here  today  to  speak  on  behalf  of  the  Southeast 
Asian  refugee  community  in  Fresno.  Therefore,  the  health  care 
needs  and  recommendations  I  will  address  are  specific  to  this 
population,  with  an  emphasis  on  children. 

The  Southeast  Asian  population  includes  political  refugees  and 
immigrants  from  Laos,  Vietnam  and  Cambodia.  As  you  know,  the 
political  refugees  are  here  as  a  result  of  the  Vietnam  war. 

Although  they  differ  somewhat  from  one  group  to  another,  in  general 
the  health  care  beliefs  of  Southeast  Asians  do  not  correspond  to 
those  of  Western  medicine;  for  Americans  and  for  Southeast  Asians, 
unfamiliar  healing  techniques  foster  mistrust  on  both  sides. 
Southeast  Asians  rely  on  traditional  healing  practices  such  as 
ancestor  worship,  herbalism,  and  acupuncture — practices  that  often 
conflict  with  Western  medicine  and  its  emphasis  on  science,  germ 
theoxry,  smd  viruses.  On  the  other  hand.  Western  health  care 
practices  often  alienate  patients  from  Southeast  Asia,  resulting 
in  what  Western  providers  consider  to  be  non-compliance  with 
medical  advice. 

The  lack  of  trust  escalates  when  Western  care  providers  call  in 
Child  Protective  Services  (CPS)  to  force  medical  compliance.  In 
some  instances,  this  lack  of  trust  and  the  refusal  of  SEA  patients 
to  accept  medical  advice  and  treatment  has  resulted  in  premature 
death  and  disability  in  women  of  childbearing  age  and  children. 
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For  example,  because  of  lack  of  understanding  and  fear  of  surgery, 
a  young  Hmong  woman  died  in  childbirth  rather  than  agreeing  to  a 
Cesarean  section.  Another  graphic  and  tragic  illustration  of 
increasing  mistrust,  miscommunication  and  lack  of  health  care 
education  is  the  recent  measles  epidemic  in  Fresno  County,  which 
took  the  lives  of  10  Hmong  children. 

Word  of  mouth  plays  an  important  role  for  people  who  may  not  be 
literate  in  their  own  languages.  Negative,  misinterpreted,  often 
erroneous  information  on  how  patients  are  treated  and  why  they 
receive  a  certain  kind  of  treatment  spreads  quickly  through  the 
community — not  only  here  in  Fresno,  but  wherever  refugees  reside 
in  the  U.S.  and  in  refugee  camps  overseas. 

In  resolving  the  health  care  problems  facing  Fresno  County,  we  must 
address  both  the  overall  relationship  between  physicians  and 
patients,  as  well  as  specific  crises  (such  as  the  state  of  prenatal 
and  delivery  care,  as  well  as  our  community  experience  during  the 
measles  crisis) .  Thus  we  need  continuing  education  (for  both 
Southeast  Asians  and  for  health  care  providers)  to  improve 
utilization  of  existing  services.  The  Health  Promotion  project  at 
Lao  Feunily  Community  of  Fresno  has  provided  education  in  basic 
health  information,  hygiene  and  safety  for  Hmong,  Lao,  Cambodian, 
and  Vietnamese  refugees  for  the  last  five  years;  with  46,000 
refugees  speaking  four  major  languages,  however,  current  funding 
and  staff  allocations  are  inadequate.  Second,  we  must  build  a 
partnership  between  community  representatives  and  health  care 
providers — a  partnership  that  includes  those  in  direct  service. 
The  recent  effort  on  the  part  of  the  Health  Department  to  forge 
such  a  partnership  is  a  positive  step  toward  this  goal.  Third,  we 
must  increase  the  number  of  bilingual/bicultural  health  care 
professionals.  The     number     of     trained     interpreters  and 

paraprofessionals  serving  the  community  and  assisting  in  bridging 
the  communication  and  service  gap  is  woefully  inadequate.  Until 
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we  have  trained  professionals  from  the  Southeast  communities, 
individuals  will  continue  to  receive  inadequate  services.  Fourth, 
any  effort  must  involve  the  community  leaders.  Communicating  with 
and  through  the  leadership  will  spread  health  care  information  to 
a  far  greater  number  than  conventional  methods.  By  taking  these 
proactive  steps  in  improving  health  care,  Fresno  will  be  much 
better  prepared  to  deal  with  any  crisis  as  it  arises. 
RECOMMENDATIONS : 

1.  Increase  and  guarantee  continuous  funding  for  trained 
interpreters  and  paraprof essional  positions  in  the  health  care 
and  social  service  sectors. 

2.  Provide  funding  for  increased  training  opportunities  for 
minorities  in  health  and  social  service  positions,  including 
LVNs,  RNs,  and  social  workers. 

3.  Continue  funding  of  programs  that  address  basic  community 
health  education  needs  in  culturally  sensitive  language  via 
appropriate  methods. 

4.  Address  ways  to  increase  the  pool  of  Medi-Cal  providers  and 
reassess  Medi-Cal  guidelines  that  limit  health  care  treatment. 
Many  refugees  depend  on  the  welfare  system,  specifically  Medi- 
Cal,  for  health  care  needs.  There  are  a  limited  number  of 
physicians  who  take  Medi-Cal  patients,  resulting  in  less 
availability  and  access  to  health  care. 
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PREPARED  STATEMENT  OF  CAROL  DAVIS 


.COMGRESS.WOHAN  BOXER,  -  LADIES   i  GENTLEMEN: 

MY  NAME  IS  CAROL  DAVIS  AND   I  AM  AN  ELECTED  DIRECTOR/TRUSTEE  OF  THE  JOHN 
C.    FREMONT  HOSPITAL  DIS~R1CT   IN  MARIPOSA  COUNTY.      FREMONT  HOSPITAL  IS 
THE  ONLY  HOSPITAL   IN  OUR  RURAL  MOUNTAIN  COUNTY. 

TODAY.    I   xILL  ADDRESS   THREE  PROBLEM  AREAS:      NURSING,    PHYSICIANS,  AND 
BUILDING  STRUCTURE. 

NURSING   IN  A  RURAL  HOSPITA'.   DEMANDS  MI;LTI?LE  EXPERT   SKILLS  AND 
DIVERSE  K.NC-W-1.EDGE  OF  EACH  NURSE.      MANY  PEOPLE  BELIEVE  THJ^T  BECAUSE  A 
RURAL  HOSPITAL   IS   SMALL   IN   SIZE  AND  BECAUSE   IT  DOES  NOT  CONTAIN 
MANY  SPECIALITY  DEPART>!ENTS  ,   THE  KNO'^-LEDGE  NEEDED  AND  THE  SKILLS 
REQUIRED  OF  NURSES  ARE  LESS  THAN  IN  LARGER  HOSPITALS  WITH  HIGHLY 
SPECIALIZED  DEFAR^^^ENTS  .      THE  OPPOSITE   IS  TRUE. 

AT  FREMONT  HOSPITAL,   THE  REGISTERED  NURSE  aHO  CARES  FOR  PATIENTS 
AND  IS  PROFICIENT   IN  ACUTE  MED/SURG,   PEDIATRICS  .^ND  OBSTRETICS  ALSO 
HJ'.S  THE  RESPONSIBILITY  OF  DIRECTING  ,   5Y  RADIO ,   THE  ACTIVITIES  OF 
AM3ULA_NCE  PERSONTsTL  IN  THE  FIELD.     A  MC3IL  INTENSIVE  CARE  NURSE 
(MICN)   CERTIFICATION  IS  REQUIRED  FOR  THIS.      THE  HOSPITAL  RECEIVES 
NO  COMPENSATION  FOR  THIS  SERVICE.   THE  AM.BULANCE  PATIENTS  MJ^.Y  BE 
ADMITTED  TO  FREMONT  HOSPIT.AL  BUT  MORE  FREQUENTLY  ARE  SENT  ON  BY 
AMBULANCE  OR  HELICOPTER  TO  A  LARGER  HOSPITAL  THAT  ¥JKS  SOPHISTICATED 
AND  REVENUE  GENERA.TING  EQUIPMENT.     RN '  S  hfUST  BE  SKILLED  IN 
EMERGENCY  ROOM  CARE  AND  'HAVE  THE  KNO'wTEDGE  TO  OVER  SEE  GERIATRICS 
PATIENT  NEEDS.     THE  NURSE  THAT  POSSESS  ALL  OF  THESE  REQUIREMENTS 
CERTAINLY  IS  ENTITLED  TO  COMPENSATION  EQUAL  TO  THAT  PAID  TO  NURSES 
IN  LARGER  HOSPITALS.     YET  RUPvAL  HOSPITALS  RECEIVE  AS  MUCH  AS  30Z  LESS 
COMPENSATION  FROM  .^EDICARE  FOR  THE  SAME  SERVICES  RENDERED  IN  URBAN 
HOSPITALS . 
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THUS  THE  HOSPITAL  DOES  NOT  HAVE  THE  MONEY  TO  PAY  THE  WAGES  THAT 
NURSES  DESERVE  NOR  THE  MONEY  TO  COMPETE  IN  THE  NURSING  SHORTAGE 
MARKET . 

FREMONT  HOSPITAL  OPERATES  A  24  HOUR  EMERGENCY  ROOM  SERVICE  WITH  AN 
ER  PHYSICIAN  IN  THE  HOSPITAL  AT  ALL  TIMES.     THE  PHYSICIAN     IS  PAID 
$  XX     PER  HOUR  FOR  24  HOURS  PER  DAY.      IN  THE  LARGER  CITIES  THE  ER 
DOCTOR  IS  SEEING  PATIENTS  ALL  THE  TBffi.     WE  SEE  AN  AVERAGE  OF  9.5 
PATIENTS  PER  DAY  IN  THE  EMERGENCY  ROOM  WHICH  DOES  NOT  COVER  THE 
SIMPLE  COST  OF  OPERATING  THE  EMERGENCY  ROOM.     WE  ALL  KNOW  THAT  EARLY 
TREATMENT  FOR  ACCIDENTS  ATTO  EMERGENCY  ILLNESSES  ARE  ESSENTIAL.  THE 
RESIDENTS  IN  P.URAL  AREAS  AND  VISITORS  FROM  THE  CITY  NEED  TO  HAVE 
EMERGENCY  SERVICES  AVAILABLE.     YET  THERE  IS  NO     PLAN  TO  COMPENSATE 
FOR  HOSPITAL  LOSSES.     THE  RURAL  HOSPITAL  JUST  GOES  FURTHER  IN  DEBT 
AND/OR  PAYS  THE  EMPLOYEES  LESS. 

MARIPOSA  NEEDS  MORE  PHYSICIANS  IN  ORDER  FOR  ITS  RESIDENTS  TO  RECEIVE 
ADEQUATE  HEALTH  CARE.     RECRUITING  PHYSICIANS  IS  EXPENSIVE:.  MOST 
DEMAlsD  A  SIX   (6)  MONTH  SUBSIDY.     THERE  ARE  NO  FEDERAL  PR0GPJM4S  THAT  I 
CAN  FIND  TO  HELP.     THE  ONE  PROGRAM  I  DID  FIND  FOR  BUILDING  DOCTOR'S 
OFFICES,   REQUIRED  A  FIVE   (5)   DOCTORS  GROUP  PRACTICE  II     GETTING  FIVE 
(5)   DOCTORS  TOGETHER  IN  A  CITY  MAYBE  EASY,   BUT  RECRUITING  FIVE  (5) 
DOCTORS  AT  THE  SAME  TIME  IS  UNREALISTIC  IN  A  RURAL  AREA. 

THE  LAST  ISSUE  IS  BUILDING  STRUCTURE.     MARIPOSA  HAS  A  HIGH  RETIRED 
POPULATION.     FREMONT  HOSPITAL  HAS  A  TEN   (10) BED  SKILLED  NURSING 
UNIT  BUILT  26  YEARS  AGO.  A  SURVEY  SHOWED  THAT  54  ADDITIONAL  SNF  BEDS 
WERE  NEEDED       THE  DAY  THAT  THE  SURVEY  WAS  COMPLETED.     MANY  PEOPLE 
SUGGEST  CONVERTING  ACUTE  CARE  BEDS  TO  SKILLED  NURSING  BEDS.     WE  DO  USE 
OUR  ACUTE  BEDS  AS  SWING  BEDS,   BUT  FOR  MANY  REASONS  IT  IS  AWKWARD, 
INCONVENIENT  AND  A  STRAIN  ON  NURSING  PERSONNEL.     THE  ROOMS  ARE  TOO 
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SMALL  FOR  TODAYS  REQUIREMENTS.      THERE  IS  NO  PLACE  TO  STORE  WHEELCHAIRS 
OR  PERSONAL  BELONINGS.     THE  BATHROOMS  ARE  NOT  ACCESSIBLE  TO  WHEELCHAIRS.. 
IS  THE  ANSWER  TO  REMODEL?     NO.      FREMONT  HOSPITAL  WAS  BUILT  40  YEARS 
AGO  UNDER  THE  HILL-BURTON  ACT,  FOR  WHICH  THE  COMMUNITY  IS  GREATFUL . 
THE  STRUCTURE  IS  A  CLASS  A  BUILDING.     THAT   IS,   IT  IS  BUILT  OF  POURED 
CONCRETE,   BOTH  THE  OUTSIDE  WALLS  AND  THE  INSIDE  WALLS.     IT  WILL  RESIST 
AN _ EARTHQUAKE  AND  ALSO  RESIST  REMODELING.     THE  ONLY  WAY  TO  MOVE  A  WALL 
IS  WITH  A  JACKHAMMER,  WHICH  IS  NEITHER  FEASIBLE  NOR  COST  EFFECTIVE. 
IT  IS  TIME  FOR  SELECTED  RURAL  HOSPITALS,  THAT  WERE  BUILT  UNDER  HILL-BURTON, 
TO  RECEIVE  MODERNIZATION  AKID  REPLACEMENT  FUNDS. 

THE  DIFFICULITY  THAT  RURAL  HOSPITALS  HAVE  HAD  AND  THE  MULTIPLE  CLOSURES 
DEMONSTRATE  THE  NEED  FOR  ASSISTANCE  IN  ORDER  TO  CONTINUE  TO  PROVIDE 
HEALTH  CARE  TO  RURAL  COMMUNITIES. 

THANK  YOU  FOR  LISTENING  AND  FOR  CARING. 
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PREPARED  STATEMENT  OF  BRUCE  SATZGER 


Congcesswoman  Boxec  and  Members  of  the  House  of 
Representatives  Task  Force  on  Human  Resources: 

My  name  is  Bruce  Satzger.  and  I  am  the  Administrator  of 
Valley  Medical  Center  of  Fresno.     It  is  my  pleasure  to 
speak  with  you  today  on  the  subject  of  "Healthcare  Crisis 
-Problems  of  Cost  and  Access." 

May  I  begin  by  describing  Valley  Medical  Center  of  Fresno 
and  its  role  in  healthcare  access  and  delivery  for  the 
citizens  of,  not  only  Fresno  County,  but  the  citizens  of 
the  Central  Valley  of  the  State  of  California.  Valley 
Medical  Center  is  a  County  owned  and  operated 
institution.     It  is  the  primary  provider  for  the  indigents 
of  Fresno  County.     It  provides  both  primary  care  services 
as  well  as  specialty  and  subspecialty  services  for  the 
citizens  of  our  Valley.     It  also  is  the  Level  One  Trauma 
Center  and,  in  fact,  is  the  only  Level  One  Trauma  Center 
between.  I  believe.  Bakersfield  and  Stockton.     In  this 
role  it  is  a  resource  for  all  of  the  citizens  of  the 
Central  Valley.     Additionally,  it  is  the  Barn  Center  for 
the  Central  Valley,  again,  providing  a  resource  for  all  of 
the  citizens  of  this  part  of  the  state.    As  you  are  aware, 
these  two  services.  Trauma  and  Burn  are  very  high  cost, 
requiring  intensive  levels  of  care  services.     They  require 
highly  trained  physicians,  nurses,  technicians, 
technologists,  as  well  as.  the  appropriate  equipment. 
These  high-cost  services  are  not  being  reimbursed 
appropriately,  and  as  a  result  we  have  seen  a  particularly 
acute  crisis  during  the  past  twelve  to  eighteen  months  in 
the  Los  Angeles  area.     They  at  one  point-in-time  had 
approximately  half  of  their  Trauma  Center's  closed.     If  we 
were  in  that^  situation,  and  being  the  only  one  available 
in  the  central  part  of  the  state,  one  can  see  the 
potential  havoc  that  would  create. 

Valley  Medical  Center  also  is  a  teaching  institution, 
affiliated  with  the  University  of  California.  San 
Francisco  Medical  School.    We  have  approximately  150 
residents  (physicians  in  training)  in  10  different 
programs.     These  programs  are  primarily  based  at  Valley 
Medical  Center.     There  are  many  benefits  to  this  area  as  a 
result  of  the  teaching  program.     One  of  the  major  benefits 
is  that  the  program  is  a  feeder  of  physicians  to  the 
central  part  of  the  state. 

Approximately  one-half  of  our  residents  stay  in  the  valley 
area  to  practice  medicine.     Also,  another  significant 
benefit  is  that  the  residents  provide  substantial  care  to 
our  patients.    From  an  economic  perspective,  the  cost  of  a 
resident  who,  as  we  know,  is  a  graduate  physician  is  much 
less  than  having  to  hire  separate  licensed  physicians  or 
even  other  healthcare  practitioners. 

Following  my  discussion  of  the  role  of  VNC  leads  me  into 
what  I  will  call  -  the  necessity  of  developing  a 
healthcare  policy.    We  do  not  have  a  national  or  statewide 
healthcare  policy.     Is  healthcare  a  right  or  is  it  a 
privilege.     I  believe  everyone  feels  that  it  is  a  right. 
If  that  is  the  case,  we  are  moving  more  and  more  away  from 
it  being  a  right  to  it  being  a  privilege.    And.  if  it  is 
to  be  a  privilege,  then  many  individuals  will  not  have 
access  to  healthcare. 
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As  to  cost  of  healthcare,  what  is  an  appropriate  and 
acceptable  cost  level?    Demand  has  increased  dramatically 
over  the  years  both  on  an  inpatient  and  outpatient  basis. 
The  technological  development  in  the  healthcare  arena  is 
astounding.     There  have  been  significant  procedures  and 
equipment  that  have  been  brought  to  the  healthcare  scene 
that  have  had  significant  impact  in  the  diagnostic  and 
treatment  of  many  health  problems.     This  equipment  is  very 
costly  but  it  has  certainly  had  a  marked  impact  on  the 
improvement  of  healthcare. 

To  support  this  equipment  and  the  other  procedural 
developments,  there  is  a  need  to    have  a  highly  trained 
group  of  allied  health  professionals.     This  not  only 
includes  nurses,  but  also  laboratory  technicians, 
pharmacists,  respiratory  therapists,  nuclear  medicine 
technologists,  etc.     These  individuals  are  highly  trained 
and  as  a  result  of  that  training  are  highly  compensated. 
Additionally,  the  demand  for  these  people  is  far  exceeding 
the  supply,  which  has  had  an  adverse  economic  impact  on 
salary  costs  for  hospitals. 

Hospitals  are  much  more  conscious  and  aware  of  the 
appropriate  utilization  and  of  their  resources  and 
services.    The  Quality  Assurance  and  Utilization  Review 
functions  have  improved  dramatically  and  I  feel  they  have 
had  a  positive  effect  on  efficiencies  in  healthcare 
delivery. 

For  our  institution,  two  of  the  key  ceimbursement  areas  in 
the  Medicare  Program  are  the  capital  pass  through  issue 
and  the  educational  reimbursement    issue.    We  are  an  aging 
facility  both  as  to  structure  and  equipment.  We 
definitely  need  access  to  capital  as  well  as  assured 
reimbursement. 

If  capital  is  added  to  the  DRG  formula,  it  will  have  a 
negative  impact  on  an  insti^tion  such  as  ours  and  if  the 
reimbursement  for  both  direct  and  indirect  medical 
education  continues  to  be  decreased,  we  see  a  risk  to  the 
viability  of  the  teaching  program. 

The  Medicaid  Program,  which  is  called  Medi-Cal  in 
California,  is  woefully  underfunded,  particularly  for 
outpatient  services.     In  our  area  we  are  starting  to  see 
where  it  is  very  difficult  for  a  Medi-Cal  patient  to  be 
seen  by  a  specialist  or  sub-specialist,  outside  of  our 
institution.    The  physicians  no  longer  want  to  see  these 
patients  because  of  the  reimbursement  situation.  Al^o, 
more  and  more  physicians  are  not  wanting  to  be  on 
emergency  call  panels  in  the  emergency  rooms  of  many 
hospitals.     The  federal  role  in  the  Medicaid  program  needs 
to  be  reviewed. 

Another  area  that  impacts  us  is  the  program  dealing  with 
reimbursement  for  aliens  and  immigrants.     I  believe  the 
State  Legalization  Immigration  Assistance  Grant  Program 
(SLIAG)  is  no  longer  going  to  receive  federal  support. 
This  will  have  an  acute  impact  on  our  area.     Fresno  and 
the  Central  Valley  have  a  high  percentage  of  Hispanic  and 
Southeast  Asian  residents.    Many  of  these  individuals  have 
come  to  this  country  as  a  result  of  various  federal 
policies    and  initiatives.     It  is  wonderful  that  we  have 
opened  our  doors  to  these  people,  but  the  service  and 
health  needs  are  enormous.    These  needs  are  putting  an 
economic  burden  on  local  communities  which  are  having  a 
negative  impact  on  the  economic  well-being  of  local 
governmental  agencies.    Federal  help  is  definitely  needed 
in  order  to  overcome  a  deteriorating  local  situation. 
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In  conclusion.  I  certainly  feel  from  my  perspective,  that 
of  a  County  Hospital  Administcatoc ,  that  we  are  in  a 
severe  healthcare  crisis  and  it  is  not  improving  but  only 
getting  worse  and  worse.     Something  will  have  to  be  done 
but  thus  far  we  do  not  appear  to  have  the  interest  or 
leadership  to  solve  this  situation  both  at  the  federal 
level  and  particularly  at  the  State  level.     The  last  State 
budget  was  a  tragedy  for  healthcare  for  the  poor  of  our 
state.    We  are  more  than  happy  to  cooperate  in  the 
development  of  a  solution  but  we  need  the  interest  and 
leadership  of  individuals  such  as  yourselves.  Again, 
thank  you  for  allowing  me  this  opportunity  to  speak  with 
you. 
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PREPARED  STATEMENT  OF  GEORGE  BLETH 


include  the  County  of  rre$no  as  one  public  agency  in  this  state  --  indeed,  this  country  -- 
wliose  public-heaitlT  ssrvices  have  been  impoverished  by  a  lack  of  commitment  to  the  poor 
and  un?n5tjreo  by  both  the  state  and  federal  governments.  I  am  certain  you  are  by  now  aware 
that  the  State  of  UaiHornia  hus  just  made  this  crisis  more  desperate  by  cutting  dose  to  'AO 
percent  of  Fresno  County's  health-care  funds  for  \^  1990-91.  This  is  just  one  reason  i 
welcoino  tnis  task  force  to  Fresno  today.  We  need  your  help. 

I  have  served  as  Fresno  County's  Heallh  Director  for  three  years.  v>^Hh  responsibliiiy  for  our 
county's  Public  Heallh,  Mental  Health  and  Environmental  Health  services.  My  choices  in  this 
role  have  often  been  painful.  Because  of  ovor-dwindling  state  and  federal  health-cat  e 
resources,  I  have  found  it  Is  more  and  more  difficult  to  meet  the  health-care  needs  of  those 
v\/hom  we  are  ctiarged  to  serve.  The  expanding  demand  for  services  from  an  increasing 
number  of  indigent  and  the  working  poor  In  Fresno  County  can  not  be  met  at  the  current  level 
of  state  and  federal  funding. 

As  a  health-caro  provider,  the  County  of  Fresno  lends  a  precarious  existence,  not  knowing  from 
one  year  to  the  next  what  services  wiM  be  tunded  by  the  stale  or  the  federal  government.  The 
most  recent  state  cute  1  mentioned  demonstrate  the  reality  faced  by  local  agencies  for  the 
past  dtcado;  a  stable  source  of  revenue  has  been  wiped  out  If  we  are  required  to  cut  clinic 
servicos  -  Incidentally,  a  scenario  we  wore  forced  to  contemplate  this  year  --  the  thousands 
of  famifleo  that  depend  upon  us  would  have  few  alternatives.  They  could  make  an 
appointment  at  the  county  hospHal's  already  overcrowded  outpatient  clinic*  and  wart  for  hours 
before  they  could  be  seen.  They  could  seek  servicos  from  one  of  the  two  or  three  publicly 
funded  primary  care  dlnics  locatad  in  U\ht  county.  Or  they  could  forego  care  altogether.  Too 
many,  I  beliove,  will  choose  the  latter  course.  You  know  the  consequences:  more  expensive 
acute-care  treatment,  usually  at  the  county  hospHal's  emergency  room;  babies  born  without 
adequate  prenatal  care;  lack  of  childhood  check-ups  and  failure  to  Immunize  children  -  to 
name  jus  I  a  few. 

Juggling  what  meager  funds  wa  do  have  has  become  commonplace  for  me.  A  few  months 
ago,  I  was  forced  to  pull  already  overtaxed  Public  HeaKh  Nursoe  from  their  normal  duties  to 
cope  with  the  worst  communicable  disease  tpidcmic  to  hit  this  county  in  decades.  With 
insufficient  funds  to  coordinate  outreach  activities  to  assure  children  are  immunized,  only  40 
percent  of  those  under  age  five  have  received  their  shots.  The  result?  A  staggering  irwease 
in  the  number  of  measles  cases  In  Fresno  County  In  just  Dve  years  -  a  jump  from  10  in  1965 
to  456  In  the  first  six  months  of  this  year.  Tragically,  I  must  teH  you  ten  deaths  from  measles 
have  also  occurred,  aH  among  SoutheasJ-Aslan  chiWren.  Only  the  door-to«door,  one-to-one 
canvassing  of  Southeast  Asian  neighborhoods  by  Health  Department  Public  Health  Nurses 
averted  further  misfortune.  But  while  this  effort  was  so  critteally  needed,  other  folks  In  this 
county  either  were  unable  to  benefit  from  our  Public  Health  Nurses'  eervicea  or  were  queued 
for  the  first  nurso  available  to  help  them.  I  deplore  the  need  for  chotocs  such  as  this.  The 
ratkjning  of  health  care  is  unacceptable,  particularly  in  emergencies. 

You  are  aware  that  a  combination  of  state  and  federal  funds  finance  prenatal  care  for  the  low- 
Income.  We  need  more  help  m  this  area  as  woU  Of  ctose  to  16,000  births  In  Fresno  County 
last  year,  55  percent  were  born  to  mothers  covered  by  Medl-CaL  Fifteen  percent  -over  2,000 
babies  ~  were  born  to  teenagers.  Over  ono-quarter  of  all  new  mothers  lacked  adequato 
prenatal  care  last  year.  It  should  come  as  little  surprise  to  you  then  that  Fresno  County  ranks 
second  In  this  state  in  the  number  of  tow-blrth-weight  babies  born  In  the  moat  recent  year  for 
which  data  has  been  collected  (1988).  All  this,  in  spfto  of  Comprehensive  Perinatal  Ser/icea 
funds  and  an  annuel  state/federal  altocation  of  approximately  $57,000  for  a  prenatal-care 
guidance  program  specifically  designed  to  outreach  Medl-Cal-eliglble  pregnant  v/omen  to 
encourage  prenatal  care.  Once  again  I  say  to  you:  we  need  more!  Clearly,  our  target 
population  Is  3  1/2  times  higher  than  what  the  current  funding  levels  enow  us  to  reach. 

Fedora!  SLIAG  funds  have  played  a  key  role  during  the  past  few  years,  permitting  eligible 
aliens  to  obtain  medical  care  that  would  not  have  otherwise  been  affordable  to  them. 
Unfortunately,  this  funding  source  is  short-lived  -•  due  to  expire  in  mld-1992.  I  ask  tiiat  you 
promote  continuance  of  SUAG  funding  beyond  Uie  scheduled  sunset  date,  recognizing  that 
this  group's  ability  to  attain  jobs  at  above-poverty-levei  wages  win  take  time,  parllcularly  In  the 
recession  period  which  we  appear  to  have  entered. 
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Fresno  County't  hft«lth-car«  syctsm  facM  !»pocl»I  criaiitnges  tu  it  s«rvo»  unothtr  group  of 
immigrants  -  t)i»  Southeast  Asian  retijg«»  corDmunity.  Cv«r  40.000  Southeast  Asl«n»  now  cuU 

Fiesno  County  th9lr  home,  Untorlunatol/,  tadoral  reductions  in  5oclai-aorvic*3  and  hooitn. 
car*  funding  wiH  impede  this  group's  accimitatton  into  the  mainstream  o1  the  communtty.  The 
H*alth  Dopartment  roceives  $83,000  In  federal  funon  tw  screen  newfy  arr/vod  refugees  and 
secor^dary  migranta,  A  hoattn  ossessmcnt  i$  conducted  and  oach  client  Is  referred  to  a 
primaiy  physician  In  the  communrty  fyt  a  cocnpiete  physical  oxam  and  treatment  «  nocesaaiy. 
\r\  additton.  '.ho  deoarment.  jsing  $M,0OO  :n  Centers  for  Diceaie  Control  'unOft,  woiKs  wUh 
SoLthoast-Asifin  pr<5Qnarit  womon  A-ho  are  hepatitis  b  earners  lu  assure  tnat  tneir  bablos  arc 
treated  nt  birth  so  they  two  do  not  become  carriers.  I  urge  continued  support  •■  and 
expansion  --  o(  this  fundamental  method  o(  ptotectiny  the  puoiic  from  communicable  disoaee. 

We  are  fortunate  that  our  service  delivery  to  the  Southaoci  Asian  community  is  coordinated 
through  an  octfvo  and  responsible  Soutiieast  Asian  Motugee  Health  CommitiBB,  con<pr*ed  of 
'eader*  from  the  Lao,  Hmong,  Vietnamese  and  C«mbodiflM  community  groups  and  the  roveral 
social-service  agencie*  addressing  the  noods  of  this  population.  I  hey  have  boen  keenly 
intefc!st«d  in  helping  the  dopartmont  render  lh«  most  effective  service  possfblo,  and  have 
paniculRrly  befln  of  Invaluable  help  lo  us  during  the  n>easleu  epidemic.  With  this  group's 
assistance,  the  county  has  applied  for  $150,327  in  federal  Ui«cretionary  Target  Assistance  funds 
from  the  Office  of  Refugee  Resetllomsnt  for  expansion  ot  a  'Befugeo  Community  Hearth 
Project,"  These  fimUs  will  permit  nddttlonal  staff  to  yutreach  refugee  families  with  basic  health 
education  which  will  safety  allow  refugees  to  identity  when  it  Is  necessary  to  seek  madiuaJ 
attention,  ©tpecialfy  at  a  hospital  emergency  room.  Fund*  will  also  allow  Immunizations,  btood- 
proMure  checks  with  folk5w-up  by  •  public  health  nurse,  vialoti  screening  and  CPR  Uainlng. 

As  the  AJDS  eprd<»mi(;  continues,  oggressive  federal  funding  muvl  b«  In  plAce  for  both  tho 
research  fe<;uir«d  to  eradicate  this  disease  and  the  tre^trrient  of  those  already  afflicted.  In 
addition,  with  over  20&AIDS  cases  reported  to  date  In  Fresno  County,  we  rnutt  find  the  means 
to  provide  alternative  non-acute,  long-term  eat  o  tor  AIDS  patients  other  than  in  acuto-caro  beds, 
portteularly  in  pubficiy  fvjnded  faciiilteA.  The  fodorai  governmonl  must  0«  counted  as  a  partner 
in  tho  prococa  of  addreating  tht«  servtca  gap. 

Qood  health  in  Ame<-k;«  is,  I  t^eiiave.  a  stutred  responsibility  among  aH  fevelt  of  government. 
Ore  jurisdiction  atone  be  it  local,  state  or  federal  •-  cannot  independentfy  prevent  disease 
and  othorwfsa  assure  the  puhlte's  hwafth.  Only  by  combinlna  otir  special  lalante  and  our 
resources  oan  wa  ever  achlev*  our  vision  of  appropriate,  affordable  care  for  ail  our  cilizeno. 
The  Committee  lor  th»  Study  of  the  Future  ot  Public  Health  noted  lr»  its  I0©e  report  Tha  Kuture 
of  P_ubJlc  Upaith  thai  the  federal  government's  role  ts  diverse  and  Cftrtainfy  lr»ciudee, .  .  (thoj 
provialori  of  funds  to  states  lo  strengthen  state  capacity  for  sen/icea,  espectairy  to  achieve  an 
adequate  minimum  copaclry  .  .  .*  I  urge  you  to  support  this  statement  of  responsibility  and 
advocate  for  a  strong  foderal  financial  commllment  to  publlO'heallh  servtcet  for  communftlea 
sud)  at  Fresno  County. 
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PREPARED  STATEMENT  OF  J.D.  NORTHWAY,  M.D. 


Chairwoman  Boxer;  Members  of  the  Committee. 

Thank  you  very  much  for  allowing  me  the  privilege  of  sharing 
some  observations  regarding  the  cost  of  health  care  and  its 
accessibility  as  it  pertains  to  America's  children. 

Besides  being  the  president  and  CEO  of  the  only  free-standing 
children's  hospital  in  the  rural  United  States,  I  am  also  a  pediatrician. 
I  understand  from  a  clinical  as  well  as  business  side  the  problems 
arising  from  the  present  health  care  delivery  system,  a  system  which 
expects  minimum  dollars  to  provide  maximum  care. 

Our  mission  at  Valley  Children's  Hospital  is  to  provide 
comprehensive  pediatric  services  to  the  more  than  700,000  children 
living  in  the  Central  San  Joaquin  Valley  regardless  of  the  families' 
ability  to  pay  for  treatment.  For  38  years  we  have  been  able  to  live 
that  mission.  But  in  the  last  two  years  that  ability  has  become 
increasingly  difficult  and  has  reached  a  point  where  we  are  having  to 
make  some  crucial  decisions. 

During  a  four  month  period  this  year,  (he  hospital  lost  more 
than  $1.4  million.  This  loss  did  not  occur  because  we  had  empty  beds; 
this  loss  occurred  when  our  beds  were  overflowing.  It  occurred 
because  reimbursement  for  children  covered  under  Medicaid,  or 
Medi-Cal  as  it  is  called  in  California,  fell  far  short  of  covering  the  cost 
of  care.    This  places  us  in  a  position  of  having  to  make  difficult  and 
heart-rending  decisions  regarding  the  delivery  of  health  care  to  all 
children. 

What  things  have  led  us  to  this  point?  First  of  all,  Fresno 
County  is  the  fastest  growing  county  in  California,  growing  at  a  rate 
of  4  percent  each  year  with  a  significant  percentage  consisting  of 
minorities  with  little  or  no  education.  The  pediatric  population  has 
grown  8.5  percent,  increasing  the  number  of  children  covered  under 
Medi-Cal  by  22  percent.  As  this  growth  continues,  we  anticipate  that 
50  percent  of  all  children  living  in  Central  California  will  be  Medi-Cal 
eligible  by  1995. 

With  each  passing  year  -  and  literally  each  passing  month  -  the 
numbers  of  Medi-Cal  dependent  patients  treated  at  Valley  Children's 
has  risen.  Presently  our  census  averages  70  plus  percent.  During  this 
past  winter,  our  Medi-Cal  census  averaged  73  percent,  and  peaked  at 
76  percent.  On  a  percentage  basis.  Valley  Children's  is  the  largest 
■pediatric  Medi-Cal  provider  in  the  state  of  California. 

You  would  think  a  hospital  that  is  overflowing  and,  in  some 
cases,  having  to  turn  patients  away  because  there  were  no  more 
beds,  wouldn't  have  a  problem  with  cash  flow.  And  that  would  be  the 
case  if  reimbursement  was  equitable.  But  Valley  Children's  Hospital 
receives  only  85  cents  for  every  dollar  of  delivery  cost.  And  because 
many  children  living  in  the  Central  Valley  never  receive  the  most 
basic  health  care  and  get  to  us  when  they  are  much  sicker  than  they 
need  to  be,  our  staff  uses  40  percent  more  manpower  and  dollars  to 
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care  for  them  than  they  did  in  1987.  That's  a  32  percent  increase  in 
cost  that  we  have  had  to  shift  to  private  pay  patients. 

What  are  some  of  the  reasons  children  don't  get  health  care 
sooner?  Let  me  give  you  an  example  we  have  been  faced  with  this 
year.  Fresno  County  has  a  large  Southeast  Asian  population  - 
approximately  49,000  people.  Among  this  population  is  the  largest 
Hmong  population  in  the  United  States  -  29,000  and  growing.  These 
peoples'  ideas  about  health  care  are  vastly  different  from  ours  and, 
at  times,  lead  to  serious  problems. 

This  past  year  during  the  nationwide  measles  epidemic,  ten 
Hmong  children  died  in  our  hospital  because  they  had  not  been 
immunized.  Their  deaths  accounted  for  25  percent  of  total  measles- 
related  deaths  statewide.  Some  of  the  reasons  Hmongs  have  not 
immunized  their  children  are  based  on  religious  beliefs,  for  example 
the  belief  that  penetrating  the  skin  allows  the  soul  to  leave  the  body. 
Because  their  beliefs  are  as  important  to  them  as  our  beliefs  are  to 
us,  we  find  ourselves  in  a  situation  that  does  not  allow  us  to  practice 
medicine  in  the  normally  accepted  fashion.  We  are  unable  to  draw 
blood  for  lab  work,  do  spinal  taps  or  administer  shots.  Without 
immunization,  which  is  an  invasive  procedure,  the  children  had  no 
resistance  to'  the  measles  virus.  Therefore,  when  children  in  the 
Hmong  community  were  exposed  to  the  measles  virus,  their  families 
believed  that  they  could  be  healed  with  traditional  Hmong  medicine 
administered  by  a  shaman.  When  these  attempts  failed,  they  turned 
to  us.  We  saved  many  of  their  children,  but  there  were  ten  we  could 
not  keep  alive. 

Although  this  situation  was  limited  in  scope  to  one  population 
and  its  particular  religious  beliefs,  there  are  many  barriers  shared  by 
the  majority  of  the  low  income,  government  assistance  dependent 
families  we  serve  that  seem  simple  but  become  huge  obstacles  to 
securing  basic  health  care.  Many  of  our  families  can't  take  their  child 
to  the  doctor  because  they  lack  transportation  or  someone  else  to 
care  for  other  children  while  they  must  be  away.  They  wait  until 
their  child  is  ill  beyond  their  ability  to  manage  the  care  and  then 
turn  to  us.  Others  don't  have  a  primary  care  physician  so  they  end  up 
in  the  emergency  room  every  time  their  child  has  a  cough  or  a  fever. 
Other  families  have  the  knowledge  to  access  the  health  care  system 
but  don't  have  the  means.  They  earn  too  much  to  qualify  for  Medi- 
Cal  yet  are  unable  to  afford  private  medical  insurance.  They  are  truly 
caught  in  a  vice  because  they  know  what  they  should  do  for  their 
children,  but  economic  restrictions  keep  them  from  doing  it. 

So  how  do  we  make  basic  health  care  accessible  to  all  children? 
I  believe  two  conditions  must  be  met  for  health  care  policy  to  truly 
be  effective.  First,  I  believe  eligibility  criteria  must  be .  standardized 
nationwide.  Many  states  have  narrow  eligibility  requirements  to 
which  reasonable  reimbursement  rates  are  attached.  Other  states, 
like  California,  have  reasonably  broad  eligibility  requirements  but 
fail  to  reimburse  care  providers  at  an  equitable  rate.  Both  systems 
are  inadequate  and  deny  access  because  they  either  purposely  leave 
a  large  portion  of  the  population  without  any  coverage  whatsoever, 
or  they  discourage  providers,  both  physicians  and  hospitals,  from 
participating  in  the  delivery  of  health  care.  I  propose  that 
standardization  of  eligibility  requirements  will  open  access  to  all 
children. 

Secondly,  I  believe  reimbursement  must  pay  for  the  cost  of 
health  care  delivery  and  must  be  based  on  the  proportionate  share  of 
care  provided  by  each  physician  and  hospital.  Because  Valley 
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Children's  is  a  disproportionate  provider  of  medical  services,  we 
receive  a  higher  rate  of  reimbursement  than  do  many  other 
hospitals.  But  because  our  Medi-Cal  census  is  so  high,  our  negotiated 
reimbursement  rate  falls  far  short  of  paying  for  the  cost  of  health 
care  delivery.  Because  our  patient  mix  is  so  out  of  balance,  we  are  no 
longer  able  to  cost  shift  enough  to  the  private  pay  sector  to  make  up 
the  shortfall.  Last  year  alone  we  provided  $28  million  in 
uncompensated  care  for  children  living  in  our  valley.  Not  many 
businesses  can  remain  viable  with  losses  of  that  magnitude  year 
after  year.  And  while  our  mission  is  to  provide  care  for  all  children, 
we  find  it  harder  and  harder  to  meet  this  goal  with  each  passing 
year. 

I  believe  you  will  all  agree  that  crisis  medicine,  or  treating 
children  when  they  are  far  sicker  than  they  need  be,  is  closely 
associated  with  increased  hospital  admissions  and  higher  costs.  If 
children  had  access  to  basic  well  child  health  care,  I  believe  we 
would  see  a  dramatic  decrease  in  the  numbers  of  hospital 
admissions.  This  means  reimbursing  primary  care  providers  at  a  rate 
that  allows  them  to  accept  Medi-Cal  patients.  Assuming  that  a  child 
might  visit  a  primary  care  provider  six  to  eight  times  from  birth  to 
one  year  of  age  at  $35  per  visit,  reimbursement  at  100  percent 
would  be  $210-280  per  year.  This  is  less  than  one-third  the  average 
cost  of  one  day's  hospitalization,  and  less  than  one-sixth  the  cost  of 
one  day  in  a  neonatal  or  pediatric  intensive  care  unit.  If  primary  care 
physicians  are  reimbursed  adequately,  there  will  be  no  reason  for 
children  to  be  denied  access  to  basic  health  care,  and  the  incidence  of 
admission  to  hospitals  will  decline  resulting  in  huge  savings  to  both 
/^e  state  and  federal  governments. 

In  closing,  let  me  offer  some  personal  observations  I've  made 
this  past  year  as  a  member  of  the  National  Commission  on  Children. 
I've  traveled  this  country  listening  to  parents,  teachers,  counselors, 
social  workers,  health  care  providers  -  anybody  whose  life  or 
occupation  brings  them  in  contact  with  children.  And  I  want  to  tell 
you  that  if  things  don't  change,  we're  headed  for  disaster.  What  I 
keep  hearing  over  and  over  is  that  a  generation  of  adults  today  are 
not  able  to  say  with  any  conviction  that  life  is  going  to  get  better  for 
their  kids.  That's  never  happened  in  this  country  before.  There  are 
more  and  more  people  in  our  country  who  have  given  up  because  the 
chances  of  making  it  out  of  poverty  are  so  overwhelming.  That's 
awful.  And  one  way  we  as  health  care  providers,  and  you  as  policy 
makers  can  get  this  country  back  on  track  is  to  provide  the  basics  for 
all  children.  Give  them  the  chance  to  live  healthy  lives  by  providing 
them  basic  care.  Help  them  learn  how  not  to  bring  premature  and 
drug-addicted  babies  into  the  world.  Nothing  would  make  me 
happier  than  to  close  our  neonatal  intensive  care  unit  because  all  the 
young  women  in  our  Valley  got  such  good  prenatal  care  that  none  of 
them  delivered  premature  or  drug  addicted  babies  whose  futures  are 
uncertain  and  whose  ill  health  will  most  likely  always  be  a  deterrent 
to  living  a  productive  and  useful  life. 

You  have  the  ability  to  turn  things  around  for  this  and  future 
generations.  You  can  do  that  by  making  access  to  care  an  inalienable 
right  by  standardizing  eligibility  requirements  and  reimbursing 
caregivers  so  they  can  keep  on  giving  care.  I  urge  you  to  provide  all 
children  the  means  to  move  toward  their  future  by  insuring  access  to 
basic  health  care. 
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We  in  the  United  States  have  been  tolerating  to  an  amazing  degree 
an  inadequate,  failing  healthcare  delivery  system  and  abuses  such  as 
people  being  turned  away  from  health-care  centers,  the  rising  costs  of 
health  insurance,  patient  dumping,  and  unacceptable  disparities 
between  the  health  status  of  whites  and  people  of  color.     The  problem 
is  more  fundamental  than  simple  increases  in  funding. 

We  speak  of  an  "underfunded"  heaith-care  system  when  we  spend 
more  per  capita  on  health  care  than  any  other  nation  in  the  world,  12 
percent  of  our  gross  national  product.     The  inadequacies  of  our  system 
are  not  resolvable  by  increased  tunaing,  but  a  reallocation  of  the 
funds  now  being  used. 

A  proposal  worth  of  consideration  has  recently  been  made  by 
Physicians  for  a  National  Health  Program  (in  the  January  12,  1989, 
issue  of  the  New  England  Journal  of  Medicine).     This  group  of  over  400 
distinguished  physicians  representing  every  state -and  medical 
specialty  proposes  the  formation  of  a  national  health  program  similar 
to  that  now  in  existence  in  Canada,  where  all  citizens  receive  health 
care  at  no  out-of-pocket  expense  and  only  8  percent  of  the  GNP  is  used 
to  pay  for  it. 

.    Despite  a  10-year  campaign  against  "entitlements"  by  certain 
groups  and  individuals,  most  Americans  believe  that  health  care  is  a 
right,  and  that  "xnir  health-care  delivery  system  needs  fundamental 
change . 

In  the  area  of  health  care  we  have  a  clear  alternative  to  the 
status  quo.     Details  vary, vand  while  we  may  debate  whether  America 
should  have  a  national  health  service  (socialized  medicine)  or 
national  health  insureince  (like  Canada),  and  how  it  should  be  financed 
(taxes,  employer  contributions,  etc.),  the  starting  principal  is  that 
health  care  is  an  area  where  there  is  no  place  for  profit. 

This  does  not  mean  that  health-care  workers  such  as  nurses, 
technologists,  and  nurses  aides,  as  well  as  physicians,  should  not  be 
wel]^  compensated  for  their  training,  experience,  and  responsibilities. 
A  profit-driven  health-care  system  is  a  moral  offense,  and  besides  we 
know  it  doesn't  work. 

There  are  suostantial  and  responsible  groups  in  this  country  that 
are  working  to  bring  about  a  more  equitable,  etticient,  and  decent 
health-care  delivery  system.     Any  further  delay  is  intolerable. 


Enclosure. 
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Abstract  Our  health  can  systam  is  failing.  Tens  o<  mil- 
Hons  of  people  are  uninsured,  costs  are  skyrocketing,  and 
the  bureaucracy  is  expanding.  Patchworic  reforms  suc- 
ceed only  in  exchanging  old  problems  tor  new  ones.  K  is 
time  for  basic  change  in  American  medicine.  We  propose 
a  national  health  program  that  wodd  (1)  fully  cover  every- 
one under  a  single,  comprehensive  public  insurance  pro- 
gram; (2)  pay  hospitals  and  nursing  homes  a  total  (globaO 
annual  amount  to  cover  aO  operating  expenses;  (3)  hind 
capital  costs  through  separate  appropriatnns:  (4)  pay  for 
physicians'  servk^es  and  ambulatory  services  in  any  of 
three  ways:  through  fee-for-service  payments  with  a  sim- 
plified fee  schedule  and  mandatory  acceptance  of  the  na- 


tional health  program  payment  as  the  total  paymerM  for  a 
service  or  procedure  (assignment),  ttvough  gtobal  bud- 
gets tor  hospitals  and  clinics  emptoying  salaried  physi- 
cians, or  on  a  per  capita  basis  (capitatton);  (5)  be  funded, 
at  least  initially,  from,  the  same  sources  as  at  present, 
but  with  afl  payments  (Ssbursed  from  a  single  pod:  and 
(6)  contain  costs  through  savirtgs  on  billing  and  bureau- 
cracy, improved  health  planning,  and  the  ability  of  the  na- 
tional health  program,  as  the  single  payer  for  services,  to 
estabfish  overall  spending  imits.  Through  this  proposal, 
we  hope  to  provkle  a  pragmatic  framewortc  for  public  de- 
bate ot  fundamental  health-policy  refomt.  (N  Engl  J  Med 
t989;  320:102-8.) 


OUR  health  care  system  is  failing.  It  denies  ac- 
cess to  many  in  need  and  is  expensive,  ineffi- 
cient, and  increasingly  bureaucratic.  The  pressures  of 
cost  control,  comp>etition,  and  profit  threaten  the  tra- 
ditional tenets  of  medical  practice.  For  padents,  the 
misfortune  of  illness  is  often  amplified  by  the  fear 
of  financial  ruin.  For  physicians,  the  gradiicadons 
of  healing  often  give  way  to  anger  and  alieoadon. 
Patchwork  reforms  succeed  only  in  exchanging  old 
problenu  for  new  ones.  It  is  time  to  change  ftmdamen- 
tally  the  trajectory  of  American  medicine  —  to  devel- 
op a  comprehensive  nadonal  health  program  for  the 
United  Sutes. 

We  are  physicians  acdve  in  the  full  range  of  medical 
endeavors.  VV'e  are  primary  care  docton  and  surgeons, 
psychiatrists  and  public  health  specialists,  patholo- 
gists and  administrators.  We  work  in  hospitab,  clin- 
ics, private  practices,  health  maintenance  organiza- 
tions (HMOs),  universities,  corporations,  and  public 
agencies.  Some  of  us  are  young,  still  in  trailing;  others 
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are  gready  experienced,  and  some  have  held  senior 
positions  in  American  medicine. 

As  physicians,  we  constandy  confront  the  irration- 
ality of  the  present  health  care  system.  In  private 
practice,  we  waste  coundess  hours  on  billing  and  bu- 
reaucracy. For  uninsured  patients,  we  avoid  proce- 
dures, consultations,  and  cosdy  medications.  Diagno- 
sis-related groups  (DRGs)  have  placed  us  between 
administrators  demanding  early  discbarge  and  elderly 
patients  widi  no  one  to  help  at  home  —  all  the  while 
glancing  over  our  shoulders  at  the  peer-review  organi- 
zation. In  HMOs  we  walk  a  tightrope  between  thrift 
and  penuriousness,  too  often  under  the  pressure  of 
surveillance  by  bureaucrats  more  concerned  with  the 
bottom  line  than  with  other  measures  of  achievement. 
In  public  health  work  we  are  frustrated  in  the  face  of 
plenty;  the  world's  richest  health  care  system  is  unable 
to  ensure  such  basic  services  as  prenatal  care  and  im- 
munizations. 

Despite  our  disparate  perspecdves,  we  are  united  by 
dismay  at  the  current  sute  of  medicine  and  by  the 
conviction  that  an  alternative  must  be  developed.  We 
hope  to  spark  debate,  to  transform  disafTectioo  with 
what  exists  into  a  vision  of  what  might  be.  To  this  end. 
we  submit  for  public  review,  comment,  and  revision  a 
working  plan  for  a  rational  and  humane  health  care 
system  —  a  national  health  program. 

We  envisage  a  program  that  would  be  federally 
mandated  and  ultimately  (iinded  by  the  federal  gov- 
ernment but  administered  largely  at  the  state  and  lo- 
cal level.  The  proposed  system  would  eliminate  finan- 
cial barriers  to  care;  minimize  economic  incentives  for 
both  excessive  and  insufficient  care,  discourage  ad- 
ministrative interference  and  expense,  improve  the 
distribution  of  health  facilities,  and  control  costs  by 
curtailing  bureaucracy  and  fostering  health  planiting. 
Ovrr  plan  borrows  many  features  firom  the  Canadian 
national  health  program  and  adapts  them  to  the 
unique  circumstances  of  the  United  States.  We  sug- 
gest that,  as  in  Canada's  provinces,  the  national 
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health  program  be  tested  initially  is  f  utewide  demon> 
stration  projecu.  Thus,  our  propo»al  addresses  both 
the  structure  of  the  national  health  program  and  the 
transition  process  necessary  to  implement  the  pro- 
gram in  a  single  sute.  In  each  section  below,  we  pre- 
sent a  key  feature  of  the  proposal,  followed  by  the  ra- 
tionale  for  our  approach.  Areas  such  as  long-term 
care;  public,  occupational,  environmental,  and  mental 
health;  and  medical  education  need  much  more  devel- 
opment and  will  be  addressed  in  detail  in  future  pro- 
posals. 

COVZRAGZ 

Everyone  would  be  included  in  a  single  public  plan 
covering  all  medically  necessary  services,  including 
acute,  rehabilitative,  long-term,  and  home  care; 
mental  health  services;  dental  services;  occupational 
health  care;  prescription  drugs  and  medical  supplies; 
and  preventive  and  public  health  measures.  Boards 
of  experts  and  community  represenutives  would  de- 
termine which  services  were  unnecessary  or  ineffec- 
tive, and  these  would  be  excluded  from  coverage.  As 
in  Canada,  alternative  insurance  coverage  for  serv- 
ices included  under  the  national  health  program 
would  be  eliminated,  as  would  patient  co(>ayments 
and  deductibles. 

Universal  coverage  would  solve  the  gravest  problem 
in  health  care  by  eliminating  financial  barriers  to  care. 
A  single  comprehensive  program  is  necessary  both  to 
ensure  equal  access  to  care  and  to  minimize  the  com- 
plexity and  expense  of  billing  and  administradon.  The 
public  administration  of  insurance  funds  would  save 
tens  of  bjllions  of  dollars  each-  year.  The  more  than 
1500  private  health  insurers  in  the  United  Sutes  now 
consume  about  8  percent  of  revenues  for  overhead, 
whereas  both  the  Medicare  program  and  the  Canadi- 
an national  health  program  have  overhead  costs  of 
only  2  to  3  percent.  The  complexity  of  our  current 
insurance  system,  with  its  multiplicity  of  payers, 
forces  U.S.  hospitals  to  spend  more  than  twice  as 
much  as  Canadian  hospitals  on  billing  and  adminis- 
tration and  requires  U.S.  physicians  to  spend  about  10 
percent  of  their  gross  incomes  on  excess  billing  costs.' 
Eliminating  insurance  programj  that  duplicated  the 
national  health  program  coverage,  though  poiidcally 
thorny,  would  dearly  be  within  the  prerogative  of  the 
Congress.^  Failure  to  do  so  would  require  the  continu- 
ation of  the  cosdy  bureaucracy  necessary  to  adminis- 
ter and  deal  with  such  programs. 

Copayments  and  deducubles  endanger  the  health 
of  poor  people  who  are  sick,'  decrease  the  use  of  vital 
inpatient  medical  services  as  much  as  they  discourage 
the  use  of  unnecessary  ones,*  discourage  preventive 
care,*  and  are  unv»rieldy  and  expensive  to  administer. 
Canada  has  few  such  charges,  yet  health  costs  are 
lower  than  in  the  United  States  and  have  risen  slow- 
ly.*-^ In  the  United  States,  in  contrast,  increasmg  co- 
payments  and  deductibles  have  failed  to  slow  the  esca- 
lation of  costs. 


Instead  of  the  oonfused  and  often  unjust  dicutes  of 
insurance  companies,  a  gready  expanded  program  of 
technology  assessment  and  cost-efiiectiveneu  evalua- 
tion would  guide  decisions  about  covered  services,  as 
well  as  about  the  allocation  of  funds  fix  capital  spend- 
ing, drug  formulari^,  and  other  iuues. 

PAYMXhTT  90WL  HocpiTAL  Snviau 

Each  hospital  would  receive  an  annual  lump-sum 
payment  to  cover  all  operating  expenses  —  a  "global" 
budget.  The  amount  d  this  payment  would  be  negoti- 
ated with  the  state  national  health  program  payment 
board  and  would  be  based  on  past  expenditures,  pre- 
vious financial  and  clinical  performance,  projected 
cha.-iges  in  levels  oi  services,  wages  and  other  costs, 
and  proposed  new  and  innovative  programs.  Hospi- 
tals would  not  bill  for  services  covered  by  the  national 
health  program.  No  part  of  the  operating  budget 
could  be  used  for  hospital  expansion,  profit,  market- 
ing, or  major  capital  purchases  or  leases.  These  ex- 
penditures would  also  come  from  the  national  health 
program  fiind,  but  monies  (or  them  would  be  appro- 
priated separately. 

Global  prospective  budgeting  would  simplify  hospi- 
tal administration  and  virtually  eliminate  billing,  thus 
freeing  up  substantial  resources  for  increased  clinical 
care.  Before  the  lutionwide  implementatimi  of  the  na- 
tional health  program,  hospitals  in  the  sutes  with 
demotutration  programs  could  bill  out-of-state  pa- 
tients on  a  simple  per  diem  basb.  Prohibiting  the  use 
of  operating  fundis  for  capital  purchases  or  profit 
would  eliminate  the  main  financial  incentive  for  both 
excessive  intervention  (under  fee-for-service  payment) 
and  skimping  on  care  (under  DRG-type  prospective- 
payment  systems),  since  neither  inflating  revenues  nor 
limiting  care  could  result  in  gain  for  the  institution. 
The  separate  appropriation  of  funds  explidUy  desig- 
nated for  capital  expenditures  would  facilitate  rational 
health  planning.  In  Canada,  this  method  of  hospital 
payment  has  been  successfiil  in  containing  costt,  mini- 
mizing bureaucracy,  improving  the  distribution  of 
health  resources,  and  maintaining  the  quadit>'  of 
care.*"'  It  shifts  the  focus  of  hospital  administration 
away  from  the  bottom  line  and  toward  the  provision  of 
optimal  clinical  services. 

Payment  ion  PMVsiciAhfs'  Suviccs, 
AMBiruvTORy  Cake,  and  Medical  Home  Care 

To  minimize  the  disruptioo  of  existing  patterns  of 
care,  the  tiational  health  program  would  indude  three 
payment  options  for  physicians  and  other  practition- 
ers: fee-for-service  payment,  salaried  positions  in  insti- 
tutions receiving  global  budgeu,  and  salaried  posi- 
tions within  group  practices  or  HMOs  receiving  per 
capita  (capitation)  payments. 

Fe*-for-S«rvie*  Payin«nt 

The  state  national  health  program  payment  board 
and  a  represenutive  of  the  fee-for-service  pracution- 
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en  (perlupt  the  tutc  medical  aocietjr)  ¥toM  negoti- 
ate a  nmplified,  binding- fee  «chedule.  Physicians 
would  submit  bills  to  the  national  health  program  on  a 
simple  form  or  by  computer  and  would  receive  extra 
payment  for  any  bill  not  paid  within  30  days.  Pay- 
ments  to  physicians  would  cover  only  the  services  pro- 
vided by  physicians  and  iheir  support  staff  and  would 
exclude  reimbursement  for  costly  capital  purchases  of 
equipment  for  the  office,  such  as  CT  scanners.  Phy- 
sicians who  accepted  payment  from  the  national 
health  program  could  bill  patients  directly  only  for 
uncovered  services  (as  is  done  for  cosmetic  surgery 
in  Canada). 

Global  Budgets 

Institutions  such  as  hospitals,  health  centers,  group 
practices,  clinics  serving  migrant  workers,  and  medi- 
cal home  care  agencies  could  elect  to  receive  a  global 
budget  for  the  delivery  of  outpatient,  home  care,  and 
physicians'  services,  as  well  as  for  preventive  health 
care  and  patient-education  programs.  The  negotiadon 
process  and  the  regulations  covering  capital  expendi- 
tures and  profits  would  be  similar  to  those  for  inpa- 
tient hospital  services.  Physicians  employed  in  such 
institutions  would  be  salaried. 

CapHation 

HMOs,  group  practices,  and  other  institudons 
could  elect  to  be  paid  fees  on  a  per  capita  basis  to  cover 
all  outpauent  care,  physicians'  services,  ai)d  medical 
home  care.  The  regulations  covering  the  use  of  such 
payments  for  capital  expenditures  artd  for  profits 
would  be  similar  to  those  that  would  apply  to  hospi- 
tals. The  capitation  fee  would  not  cover  inpatient  serv- 
ices (except  care  provided  by  a  physician),  which 
would  be  included  in  hospitals'  global  budgets.  Selec- 
tive enrollment  policies  would  be  prohibited,  and  pa- 
tients would  be  permitted  to  leave  an  HMO  or  other 
health  plan  with  appropriate  notice.  Physicians  work- 
ing in  HMOs  would  be  salaried,  and  financial  incen- 
tives to  physicians  based  on  the  HMO's  financial  per- 
formance would  be  prohibited. 

The  diversity  of  existing  practice  arrangemenu, 
each  with  strong  proponents,  necessitates  a  pluralistic 
approach.  Under  all  three  proposed  options,  capital 
purchases  and  profits  would  be  uncoupled  from  pay- 
ments to  physicians  and  o'her  operating  cosu  —  a 
feature  that  is  essential  for  minimizing  entrepreneurial 
incentives,  containing  costs,  and  fadliuting  health 
planning. 

Under  the  fce-for-service  option,  physicians'  office 
overhead  would  be  reduced  by  the  simplification  of 
billing.'  The  improved  coverage  would  encourage  pre- 
ventive care.'°  In  Canada,  fee-for-service  practice 
with  negotiated  fee  schedules  and  mandatory  assign- 
ment (accepunce  of  the  assigned  fee  as  total  payment) 
has  proved  to  be  compatible  with  cost  containment, 
adequate  incomes  for  physicians,  and  a  high  level  of 


access  to  and  sariifaction  with  care  on  die  p«it  of 
patients.*''  Tbe  OanaHian  provinces  have  responded 
to  the  uifladockary  potential  of  fee-fbr-servioe  paynaic 
in  various  ways:  by  limiting  the  number  of  physicians, 
by  monitoring  physicians  for  outlandish  practice  pat- 
terns, by  setting  overall  limiu  on  a  province's  spend- 
ing for  physicians'  services  (thus  relying  on  the  profes- 
sion to  police  itself),  and  even  by  capping  the  total 
reimbursement  of  individual  physidaru.  These  regu- 
latory options  have  been  made  possible  (and  have  not 
required  an  extensive  bureaucracy)  because  all  pay- 
ment comes  fix>m  a  single  source.  Similar  measures 
might  be  needed  in  the  United  Sutes,-  although  our 
penchant  for  bureaucratic  hypertrophy  might  require 
a  concomitant  cap  on  spending  for  the  regulatory  ap- 
paratus. For  example,  spending  for  program  adminis- 
tration and  reimbursement  bureaucracy  might  be  re- 
stricted to  3  percent  of  total  costs. 

Global  budgets  for  institutional  providers  would 
eliminate  billing,  while  providing  a  predicuble  and 
stable  source  of  income.  Such  fimding  could  also  en- 
courage the  development  of  preventive  health  pro- 
grams in  the  community,  such  as  education  programs 
on  the  acquired  immunodeficiency  syndrome  (AIDS), 
whose  costs  are  difficult  to  attribute  and  bill  to  indi- 
vidual patients. 

Continuity  of  care  would  no  longer  be  disrupted 
when  patients'  insurance  coverage  changed  as  a  result 
of  retirement  or  a  job  change.  Incentives  for  providers 
receiving  capiution  payments  to  skimp  on  care  would 
be  minimized,  since  unused  operating  funds  could  not 
be  devoted  to  expansion  or  profit. 

Payment  for  Long-Tekm  Care 

A  separate  proposal  for  long-term  care  is  under  de- 
velopment, guided  by  three  principles.  First,  access 
to  care  should  be  based  on  need  rather  than  on 
age  or  ability  to  pay.  Second,  social  and  community- 
based  services  should  be  expanded  and  int^rated 
with  institutional  care.  Third,  bureaucracy  and  entre- 
preneurial incentives  should  be  minimized  through 
global  budgeting  with  separate  fiinding  for  capital 
expenses. 

Allocation  op  Catttal  Ftmns,  Health 
Planning,  and  RETtmN  on  Eovirr 

Funds  for  the  construction  or  renovation  of  health 
facilities  and  for  purchases  of  major  equipment  would 
be  appropriated  from  the  national  health  program 
budget.  The  funds  would  be  distributed  by  sute  and 
regional  hcalth-plarming  boards  composed  of  both  ex- 
perts and  conmiimity  represenutives.  Capital  projects 
fiinded  by  private  donations  would  require  approval 
by  the  health-planning  board  if  they  entailed  an  in- 
crease in  future  operating  expenses. 

The  national  health  program  would  pay  owners  of 
for-profit  hospitab,  nursing  homes,  and  clinics  a  rea- 
sonable fixed  rate  of  return  on  existing  equity.  Since 
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virtually  all  new  capitalnnvestment  would  be  funded 
by  the  national  health  program,  it  would  not  be  in- 
cluded in  calculating  the  return  on  equity. 

Current  capital  spending  gready  affects  future  oper- 
ating costs,  as  well  as  the  distribution  of  resources. 
Effective  health  planning  requires  that  funds  go  to 
high-quality,  efficient  programs  in  the  areas  of  great- 
est need.  Under  the  existing  reimbursement  system, 
which  combines  operating  and  capital  payments, 
prosperous  hospitals  can  expand  and  modernize, 
whereas  impoverished  ones  cannot,  regardless  of  the 
health  needs  of  the  population  they  serve  or  the  qual- 
ity of  services  they  provide.  The  national  health  pro- 
gram would  replace  this  implicit  mechanism  for  dis- 
tributing capital  with  an  explicit  one,  which  would 
fadliutc  (though  not  guarantee)  allocation  on  the  ba- 
sis of  need  and  quality.  Insulating  these  crucial  deci- 
sions from  distortion  by  narrow  interests  would  re- 
quire the  rigorous  evaluation  of  the  technology  and 
assessment  of  needs,  as  well  as  the  active  involvement 
of  providers  and  patients. 

For-profit  providers  would  be  compensated  for  ex- 
isting investments.  Since  new  for-profit  investment 
would  be  barred,  the  proprietary  sector  would  gradu- 
ally shrink. 

Public,  Environmei^ai.,  and  Occupationai. 
Health  Services 

Existing  arrangements  for  public,  occupational,  and 
environmental  health  services  would  be  retained  in 
the  short  term.  Funding  for  preventive  h'ealth  care 
would  be  expanded.  Additional  proposals  dealing 
with  these  issues  are  planned. 

Prescription  Drugs  anv  Supplies 

An  expert  panel  would  establish  and  regularly  up- 
date a  list  of  all  necessary  and  useful  drugs  and  out- 
patient equipment.  Suppliers  would  bill  the  national 
health  program  directly  for  the  wholesale  cost,  plus  a 
reasonable  dispensing  fee,  of  any  item  in  the  list  that 
was  prescribed  by  a  licensed  practitioner.  The  substi- 
tution of  generic  for  proprietary  drugs  would  be  en- 
couraged. 

Funding  - 

The  national  health  program  would  disburse  virtu- 
ally all  payments  for  health  services.  The  total  expend- 
iture would  be  set  at  the  same  proportion  of  the  gross 
national  product  as  health  costs  represented  in  the 
year  preceding  the  esublishment  of  the  national 
health  program.  Funds  for  the  national  health  pro- 
gram could  be  rabed  through  a  variety  of  mecha- 
nisms. In  the  long  run,  funding  based  on  an  income 
tax  or  other  progressive  tax  might  be  the  fairest  and 
most  efficient  solution,  since  tax-based  funding  is  the 
least  cumbersome  and -least  expensive  mechanism  for 
collecting  money.  During  the  transition  period  in 
states  with  demonstration  programs,  the  following  - 


structure  would  mimic  existing  funding  patterns  and 
minimize  economic  disruption. 

MadicwvandlMlcald 

All  current  federal  funds  allocated  to  Medicare  and 
Medicaid  would  be  paid  to  the  national  health  pro- 
gram. The  contribution  of  each  program  would  be 
based  on  the  previous  year's  expenditures,  adjusted 
for  inflation.  Using  Medicare  and  Medicaid  funds  in 
this  manner  would  require  a  federal  waiver. 

Stat*  and  Local  Funds 

All  current  state  and  local  funds  for  health  care  ex- 
penditures, adjusted  for  inflation,  would  be  paid  to  the 
national  health  program. 

Employer  Contributions 

A  tax  earmarked  for  the  national  health  program 
would  be  levied  on  all  employers.  The  tax  rate  would 
be  set  so  that  total  collections  equaled  the  previous 
year's  sutcwide  total  of  employers'  expenditures  for 
health  benefits,  adjusted  for  inflation.  Employers  obli- 
gated by  preexisting  contracts  to  provide  health  bene- 
fits could  credit  the  cost  of  those  benefits  toward  their 
national  health  program  tax  liability. 

Private  Insurance  Revenues 

Private  health  insurance  plans  duplicating  the  cov- 
erage of  the  national  health  program  would  be  phased 
out  over  three  years.  During  this  transition  period, 
all  revenues  from  such  plans  would  be  tumeid  over 
to  the  national  health  program,  after  the  deduction 
of  a  reasonable  fee  to  cover  the  costs  of  collecting 
premiums. 

General  Tax  Revenues 

Additional  taxes,  equivalent  to  the  amount  now 
spent  by  individual  citizens  for  insurance  premiums 
and  out-of-pocket  health  costs,  would  be  levied. 

It  would  be  critical  for  all  funds  for  health  care  to 
flow  through  the  nadonal  health  program.  Such  sin- 
gle-source payment  (monopsony)  has  been  the  comer- 
stcKie  of  cost  containment  and  health  planning  in  Can- 
ada^ The  mechanism  of  raising  funds  for  the  national 
health  program  would  be  a  matter  of  tax  policy,  large- 
ly separate  from  the  organizauon  of  the  health  care 
system  itself.  As  in  Canada,  federal  funding  could  at- 
tenuate inequalities  among  the  sutes  in  financial  and 
medical  resources. 

The  transitional  proposal  for  demonstration  pro- 
grams in  selected  sutes  illustrates  how  monopsony 
.payment  could  be  established  with  limited  disruption 
of  existing  patterns  of  health  care  funding.  The  em- 
ployers' contribution  would  represent  a  decrease  in 
costs  for  most  firms  that  now  provide  health  insurance 
and  an  increase  for  those  that  do  not  currently  pay  for 
benefits.  Some  provision  might  be  needed  to  cushion 
the  impact  of  the  change  on  financially  strapped  small 
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businesses.  Decreased  individual  spending  for  health 
care  would  offset  the  additional  tax  burden  on  individ- 
ual citizens.  Private  health  insurance,  mth  its  attend- 
ant inefficiency  and  waste,  would  be  largely  eliminat- 
ed. A  program  of  job  placement  and  retraining  for 
insurance  and  hospital-billing  employees  would  be  an 
important  component  of  the  program  during  the  tran- 
sition period. 

Discussion 

The  Patlcnt'a  Vl*w 

The  national  health  program  would  establish  a 
right  to  comprehensive  health  care.  As  in  Canada, 
each  person  would  receive  a  national  health  program 
card  entitling  him  or  her  to  all  necessary  medical  care 
without  copayments  or  deductibles.  The  card  could  be 
used  with  any  fee-for-ser\icc  practitioner  and  at  any 
institution  receiving  a  global  budget.  HMO  members 
could  receive  ntjnemergency  care  only  through  their 
HMO,  although  they  could  readily  transfer  to  the 
non-HMO  option. 

Thus,  patients  would  have  a  free  choice  of  provid- 
ers, and  the  financial  threat  of  illness  would  be  elimi- 
nated. Taxes  would  increase  by  an  amount  equivalent 
to  the  current  total  of  medical  expenditures  by  indi- 
viduals. Conversely,  individuals'  aggregate  payments 
for  medical  care  would  decrease  by  the  same  amount. 

The  Practltloncr'a  Vltw 

Physicians  would  have  a  free  choice  of  practice  set- 
tings. Treatment  would  no  longer  be  constrained  by 
the  patient's  insurance  status  or  by  bureaucratic  dicta. 
On  the  basis  of  the  Canadian  experience,  we  antici- 
pate that  the  average  physician's  income  would 
change  little,  although  differences  among  specialties 
might  be  attenuated. 

Fee-for-service  practitioners  would  be  paid  for  the 
care  of  anyone  not  enrolled  in  an  HMO.  The  entre- 
preneurial jtspects  of  medicine  —  with  the  attendant 
problems  as  well  as  the  possibilides  —  would  be  limit- 
ed. Physicians  could  concentrate  on  medicine;  every 
patient  would  be  fully  insured,  but  physicians  could 
increase  their  incomes  only  by  providing  more  care. 
Billing  would  involve  imprinting  the  patient's  national 
health  program  card  on  a  charge  shp,  checking  a  box 
to  indicate  the  complexit>-  of  the  procedure  or  service, 
and  sending  the  slip  (or  a  computer  record)  to  the 
physidan-payment  board.  This  simplification  of  bill- 
ing would  save  thousands  of  dollars  per  practitioner  in 
annual  office  expenses.' 

Bureaucratic  interference  in  clinical  decision  mak- 
ing would  sharply  diminish.  Costs  would  be  contained 
by  controlling  overall  spending  and  by  limidng  entre- 
preneurial incentives,  thus  obviating  the  need  for  the 
kind  of  detailed  administrative  oversight  that  is  char- 
acteristic of  the  DRG  program  and  similar  schemes. 
Indeed,  there  is  much  less  administrative  intrusion  in 
day-to-day  clinical  practice  in  Canada  (and  most  oth- 


er countries  with  national  health  programs)  than  in 
the  United  Sutes."  " 

Salaried  practitioners  would  be  insulated  from  the 
financial  consequences  of  dinical  decisions.  Because 
savings  on  patient  care  could  no  fonger  be  used  for 
institutional  expansion  or  profits,  the  pressure  to 
skimp  on  care  would  be  minimized. 

The  Eftact  on  Ottwr  HMlth  Woftera 

Nurses  and  other  health  care  personnel  would  enjoy 
a  more  humane  and  efhdent  clinical  milieu.  The  bur- 
dens of  paperwork  assodated  with  billing  would  be 
lightened.  The  jobs  of  many  administrative  and  insur- 
ance employees  would  be  eliminated,  necessitating  a 
major  effort  at  job  placement  and  retraining.  W'c  ad- 
vocate that  many  of  these  displaced  workers  be  de- 
ployed in  expanded  programs  of  public  health,  health 
promotion  and  education,  and  home  care  and  as  sup- 
port personnel  to  free  nurses  for  dinical  tasks. 

TiM  EffM:t  on  HospltaU 

Hospitals'  revenues  would  become  stable  and  pre- 
dictable. More  than  half  the  current  hospital  bureau- 
cracy would  be  eliminated,'  and  the  remaining  ad- 
ministrators could  focus  on  facilitating  clinical  care 
and  planning  for  future  health  needs. 

The  capital  budget  requests  of  hospitals  would  be 
weighed  against  other  priorities  for  health  care  invest- 
ment. Hospitals  would  neither  grow  because  they 
were  profitable  nor  fail  because  of  unpaid  bills  —  al- 
though regional  health  planning  would  undoubtedly 
mandate  that  some  expand  and  others  dose  or  be  put 
to  other  uses.  Responsiveness  to  community  needs,  the 
quality  of  care,  effidency,  and  innovation  would  re- 
place finandal  performance  as  the  bottom  line.  The 
elimination  of  new  for-profit  investment  would  lead  to 
a  gradual  conversion  of  proprietary  hospitals  to  not- 
for-profit  sutus. 

Tfw  Eftact  on  Mm  bwuFanc*  Muctry 

The  iiuurance  industry  would  fed  the  greatest  im- 
pact of  this  proposal.  Private-insurance  firms  would 
have  no  role4n  health  care  financing,  since  the  public— 
administration  of  insurance  is  more  efficient'-'^  and 
single-source  payment  is  the  key  to  both  equal  access 
and  cost  control.  Indeed,  most  of  the  extra  funds  need- 
ed to  finance  the  expansion  of  care  would  come  from 
diminating  the  overhe^ad  and  profits  of  insurance 
companies  and  abolishing  the  billing  apparattis  neces- 
sary to  apportion  costs  among  the  various  plans. 

Th*  Eftact  on  Corporate  America 

Firms  that  now  provide  generous  employee  health 
benefits  would  realize  savings,  because  their  contri- 
bution to  the  national  health  program  would  be  less 
than  their  current  health  insurance  cosu.  For  exam- 
ple,* health  care  expenditures  by  Chrysler,  current- 
ly S5,300  annually  per  employee,'*  would  fall  to  about 
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$1,600,  a  Hgure  calculated  by  dividing  the  total  cur- 
rent U.S.  spending  on  health  by  private  employers  by 
the  total  number  of  full-time-equivalent,  nongovern- 
ment employees.  Since  most  firms  that  compete  in 
international  markets  would  save  money,  the  com- 
petitiveness of  U.S.  products  would  be  enhanced. 
However,  costs  would  incresise  for  companies  that  do 
not  now  provide  health  benefits.  The  average  health 
care  costs  for  employers  would  be  unchanged  in  the 
short  run.  In  the  long  run,  overall  health  costs  would 
rise  less  steeply  because  of  improved  health  planning 
and  greater  efficiency.  The  funding  mechanism  ulti- 
mately adopted  would  determine  the  corfxjratc  share 
of  those  costs. 

Health  Benefits  and  Rnancial  CosU 

There  is  ample  evidence  that  removing  financial 
barriers  to  health  care  encourages  timely  care  and  im- 
proves health.  After  Canada  instituted  a  national 
health  program,  visits  to  physicians  increased  among 
patients  with  serious  symptoms.'*  Mortahty  rates, 
which  were  higher  than  U.S.  rates  through  the  1950s 
and  early  1960s,  fell  below  those  in  the  United 
States.'*  in  the  Rand  Health  Insurance  Experiment, 
free  care  reduced  the  annual  risk  of  dying  by  10  per- 
cent among  the  25  percent  of  U.S.  adults  at  highest 
risk.^  Conversely,  cuts  in  Cahfomia's  Medicaid  pro- 
gram led  to  worsening  health.'^  Strong  circumstantial 
evidence  links  the  poor  U.S.  record  on  infant  mortality 
with  inadequate  access  to  prenatal  care.'®^ 

We  expect  that  the  national  health  program  would 
cause  little  change  in  the  total  costs  of  ambulatory  and 
hospital  care;  savings  on  administration  and  billing 
(about  10  percent  of  current  health  spending')  would 
approximately  offset  the  costs  of  expanded  serv- 
ices.'^'^  Indeed,  current  low  hospital-occupancy  rates 
suggest  that  the  additionjd  care  could  be  provided  at 
low  cost.  Similarly,  many  physicians  with  empty  ap- 
pointment slots  could  take  on  more  patients  without 
added  office,  secretarial,  or  other  overhead  costs. 
However,  the  expansion  of  long-term  care  (under  any 
system)  would  increase  costs.  The  experience  in  Can- 
ada suggests  that  the  increased  demand  for  acute  care 
would  be  modest  after  an  initial  surge^''"  and  that 
improvements  in  health  planning^  and  cost  contain- 
ment made  possible  by  single-source  payment'  would 
slow  the  escalation  of  health  care  costs.  V^ance 
would  be  needed  to  stem  the  regrowth  of  costly  and 
intrusive  bureaucracy. 

Unsolved  Probleme 

Our  brief  proposal  leaves  many  vexing  problems 
unsolved.  Much  detailed  planning  would  be  need- 
ed to  ease  dislocations  during  the  implementation 
of  the  program.  Neither  the  encouragement  of  pre- 
ventive health  care  and  healthfuTlife  styles  nor  im- 
provements in  occupational  and  environmental  health 
would  automatically  follow  from  the  institution  of 


a  nadonal  health  program.  Similarly,  racial,  linguis- 
tic, geographic,  and  other  nonfinandal  barriers  to 
access  would  persist.  The  need  for  quality  assur- 
ance and  continuing  medical  education  would  be  no 
less  pressing.  High  medical  school  tuitions  that  skew 
sfwcialty  choices  and  discourage  low-income  appli- 
cants, the  underrepresentation  of  minorities,  the 
role  of  foreign  medical  graduates,  and  other  issues 
in  medical  educadon  would  remain.  Some  patients 
would  still  seek  inappropriate  emergency  care,  and 
some  physicians  might  still  succumb  to  the  temptation 
to  increase  their  incomes  by  encouraging  unneeded 
services.  The  malpractice  crisis  would  be  only  par- 
tially ameliorated.  The  25  percent  of  judgments 
now  awarded  for  future  medical  costs  would  be  elimi- 
nated, but  our  society  would  remain  litigious,  and 
legal  and  insurance  fees  would  still  consume  about  two 
thirds  of  all  malpractice  premiums.^'  Establishing 
research  priorities  and  directing  fimds  to  high-quaUty 
investigations  would  be  no  easier.  Much  further  work 
in  the  area  of  long-term  care  would  be  required. 
Regional  health  planning  and  capital  allocation  would 
make  possible,  but  not  ensure,  the  fair  and  efficient 
allocation  of  resources.  Finally,  although  insurance 
coverage  for  patients  with  AIDS  would  be  ensured, 
the  need  for  expanded  prevention  and  research  and 
for  new  models  of  "care  would  continue.  Although 
all  these  problems  would  not  be  solved,  a  national 
health  program  would  establish  a  framework  for  ad- 
dressing them. 

Political  Prospects 

Our  proposal  will  undoubtedly  encounter  power- 
fiil  opponents  in  the  health  insurance  industry,  firms 
that  do  not  now  provide  health  benefits  to  employees, 
and  medical  entrepreneurs.  However,  we  also  have 
allies.  Most  physicians  (56  percent)  support  some 
form  of  national  health  program,  although  74  percent 
are  convinced  that  most  other  doctors  oppose  it.** 
Many  of  the  largest  corporations  would  enjoy  sub- 
stantial savings  if  our  proposal  were  adopted.  Most 
significant,  the  great  majority  of  Americans  support 
a  universal,  comprehensive,  pubhdy  administered  na- 
tional health  program,  as  shown  by  virtually  cver>- 
opinion  poll  in  the  past  30  years.'*-**  Indeed,  a 
1986  referendum  question  in  Massachusetts  calling  for 
a  national  health  program  was  approved  two  to  one, 
carrying  all  39  cities  and  307  of  the  312  towns  in 
the  commonwealth.*^  If  mobilized,  such  public  con- 
viction could  override  even  the  most  strenuous  private 
opposition. 
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Advisory  Council 

TO  THE 

Fresno-Madera  Area  Agency  On  Aging 

2220  TULARE  STREET.  SUITE  1200 
FRESNO.  CALIFORNIA  93721 
(209)  466.3821 


August   30.  1990 


The  Honorable  Barbara  Boxer 

U.S.   House  o-f  Representatives 

Cannon  House  O-f  f  ice  Building,  Room  307 

Washington,  D.C.  20515 

Dear  Representative  Boxer: 

This  letter  is  submitted   in  order  that   its  contents  can  be  a  part  o-f 
the  record  o-f   the  Hearing  which  vou  chaired   in  Fresno  on  August  23, 
1990    (topic:  Health  Care  Crisis  -  Problems  of  Cost  and  Access.  Task 
Force  on  Human  Resources.  Committee  o-f   the  Budget.  U.S.  House  o-f 
Representatives)  . 

As  you  know  citizens  60  years  of   age  and  older  utilize  a  major  portion 
of  our  nation's  health-care  services.     Those  of  us  who  are  official 
advocates  of   the  aging  were  pleased,   therefore,   that  a  hearing  on  the 
vital    topic  of  health-care  was  held   in  our  community.     We  recognize 
moreover,   the   importance  of  providing  an  opportunity  for  local 
health-care  providers  to  voice  their  concerns  and  recommendations. 
The  Hearing,  however,  fell    somewhat  short  of   our  expectations   in  at 
least  two  major  respects. 

First,  we  believe  it  was  very  unfortunate  that  no  time  was  allocated 
in  the  Hearing  agenda  to  health-care  consumers  and  consumer  advocates 
to  make  presentations.      It   is  difficult  to  understand  how  health-care 
costs  and  access  problems  can  be  explored  fully  without  _a  consumer 
input  . 

Second,  the  presentations  from  health  service  providers,  identified 
problems  which  are  generally  recognized  as  ones  of   major  concern  to 
the  consumer;  the  provider's  solutions  to  these  problems  however,  were 
essentially  that  of   reqesting  more  public  funding  under  their  existing 
health-care  delivery  systems.     It   is  widely  recognized  that  the 
present  American  health-care  system  is  the  most  costly  per  person  in 
the  world.     The  U.S.  nevertheless,  ranks  considerably  behind  other 
industrialized  nations   in  life  expectancy,    infant  mortality  and 
long-term  care  assistance. 


AN  EQUAL  OPPORTUNITY  -  AFFIRMATIVE  ACTION  EMPLOYER  -  IT  IS  THE  POLICY  OF  THIS  AGENCY 
NOT  TO  DISCRIMINATE  BECAUSE  OF  RACE.  COLOR.  RELIGION.  SEX.  NATIONAL  ORIGIN.  AGE  OR  HANDICAP. 
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Manv  believe,   as  we  do,   that  the  need    for  a  new  approach  to 
health-care   is  one  of  our  nations  foremost  domestic  problems.  Studies 
and   survey's   indicate  clearly  that  the  need  for  a  comprehensive 
health-care  plan  covering  all    citizens   is  advocated  bv  an  overwhelming 
majority  of   our  citizens,   a  significant  portion  of   the  business 
community,   manv  representatives  from  all    levels  of   government,  and 
elements  of   the  medical    profession  and  the  insurance  industry. 
We  believe  that  the  principles  of  a  universal    health  care  plan  such  as 
is  included   in  the  Pepper  Commission  Report  and  other  reputable 
health-care  reports  should  have  served  as  points  of   reference  for  the 
August  23  Hearing. 

We  appreciate  greatly  the  opportunity  to  have  our  point  of  view  become 
a  part  of   the  Hearing  record. 

Very  truly  yours, 


Wilbur  D.  Albright 
Chairperson 

Legislative  and  Advocacy 
Committee-Advisory  Council 
Fresno-Madera  Area  Agency  on  Aging 
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ORENING  STATEMENT  OF  HON.  MIKE  ESPY 


CONGRESSWOMAN  BOXER  —  I  WANT  TO  THANK  YOU  FOR  HOLDING  THIS 
HEARING  AND  THE  MANY  OTHER  HEARINGS  YOU  HAVE  CONDUCTED  AS 
CHAIRMAN  OF  THE  HOUSE  BUDGET  COMMITTEE  TASK  FORCE  ON  HUMAN 
RESOURCES.   THROUGH  THE  MANY  MONTHS  —  YOU  HAVE  ADDRESSED  OUR 
PROBLEMS  WITH  MEDICARE,   AIDS,    BIOMEDICAL  RESEARCH,  VETERANS' 
HEALTH  CARE  AND  THE  WIC  PROGRAM.   YOUR  WORK  HAS  FORCED  MANY  TO 
AWAKEN  TO  THE  HEALTH  CARE  CRISIS  OF  OUR  NATION  —  A  CRISIS  THAT 
HITS  OUR  OLDEST  AND  YOUNGEST  THE  HARDEST. 

I  COME  TO  MODESTO,    CALIFORNIA,   FROM  THE  DELTA  OF  MISSISSIPPI 

—  A  PLACE  MANY  CALL  THE  THIRD  WORLD  OF  THE  UNITED  STATES.  YOU 
KNOW  WHAT  I  MEAN.   I'M  TALKING  ABOUT  A  PLACE  LIKE  HUMPHREYS  COUNTY 
MISSISSIPPI,   WHERE  29  BABIES  OUT  OF  EVERY  1,000  BORN  DIE  BEFORE 
THEY  CAN  BLOW  THE  CANDLE  OFF  THEIR  FIRST  BIRTHDAY  CAKE. 

IN  MISSISSIPPI,   WE  HAVE  MANY  OF  THE  SAME  PROBLEMS  YOU  HAVE 

—  NOT  ENOUGH  PRIMARY  CARE  PHYSICIANS,    PATIENTS  FALLING  THROUGH 
THE  CRACK  OF  OUR  HEALTH  CARE  SYSTEM  AND  LEFT  WITHOUT  HEALTH 
INSURANCE  OR  LEFT  WITH  INSUFFICIENT  HEALTH  INSURANCE.  IN 
MISSISSIPPI  —  ABOUT  756,000  PEOPLE  OR  30  PERCENT  OF  THE  STATE 
HAVE  NO  HEALTH  INSURANCE  OR  INSUFFICIENT  HEALTH  INSURANCE 
COVERAGE.   58  OF  OUR  MISSISSIPPI  COUNTIES  ARE  HEALTH  MANPOWER 
SHORTAGE  AREAS.    14  HOSPITALS  HAVE  CLOSED  SINCE  1985.    I'M  SURE  THE 
STORY  IS  SIMILAR  IN  YOUR  HOME  COUNTY  OF  STANISLAUS. 

NOW  —  BESIDES  BEING  A  MISSISSIPPIAN,  I  HAVE  THE  HONOR  TO  SERVE  ON 
THE  HOUSE  BUDGET  COMMITTEE  AND  CONGRESSWOMAN  BOXER'S  TASK  FORCE. 
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BY  COMING  TO  THIS  HEARING  TODAY  I  HOPE  TO  LEARN  IN  MORE  DETAIL 
ABOUT  YOUR  SPECIFIC  HEALTH  CARE  DILEMMA.   AND  WITH  THE  INFORMATION 
THAT  WE  GATHER  HERE  —  WE  WILL  GO  BACK  TO  WASHINGTON  AND  SHARE  IT 
WITH  OUR  COLLEAGUES.    IN  THIS  CASE—  INFORMATION  IS  OUR  AMMUNITION. 
THE  AMMUNITION  WE  NEED  TO  CONVINCE  OUR  COLLEAGUES  THAT  WE  MUST 
PLACE  A  PRIORITY  ON  HEALTH  CARE.   AND  WHEN  I  SAY  WE  MUST  PLACE  A 
PRIORITY  —  I  DON'T  MEAN  JUST  ALLOCATING  MORE  MONEY  —  BUT  RATHER 
ALLOCATING  MORE  TIME  TO  SOLVING  THIS  PROBLEM,   MORE  CONCERN  AND 
MORE  MONEY. 

OVER  THE  PAST  YEAR,   WE  HAVE  WORKED  HARD  ON  MANY  PROPOSALS  TO 
INCREASE  ACCESS  TO  HEALTH  CARE.   IN  BOTH  THE  HOUSE  AND  SENATE,  WE 

,  PASSED  A  REAUTHORIZATION  OF  THE  NATIONAL  HEALTH  SERVICE  CORPS . 
WITH  THIS  BILL,   WE  HAVE  REVITALIZED  THE  SCHOLARSHIP  PROGRAM  AND 
INCREASED  THE  MAXIMUM  AMOUNT  OF  A  LOAN  REPAYMENT  TO  $35,000. 
WE  ARE  ALSO  WORKING  ON  DIRECT  MEDICARE  REIMBURSEMENT  FOR  NURSES, 
THE  ALLIED  HEALTH  PROFESSIONS  ACT,   AND  MEDICARE  REIMBURSEMENT 
FOR  PHYSICIAN  ASSISTANTS.   ALL  OF  THESE  PROPOSALS  ARE  AIMED  AT 

.GETTING  ,HEALTH  CARE  TO  AREAS  MOST  NEGLECTED. 

AS  A  MEMBER  OF  THE  BUDGET  COMMITTEE,   HOWEVER,   I  AM 
ESPECIALLY  AWARE  ABOUT  OUR  BUDGET  CRUNCH.   IF  WE  ALLOW 
SEQUESTRATION  TO  KICK  IN  ON  OCT.    1,   WE  WOULD  LOSE  ABOUT  7,000 
NATIONAL  INSTITUTE  OF  HEALTH  GRANTS.   ABOUT  $569  MILLION  WOULD  BE 
CUT  FROM  OUR  FUNDS  FOR  PROVIDING  HEALTH  CARE  TO  VETERANS.   AND  AIDS 
FUNDING  WOULD. BE  REDUCED  BY  $55  MILLION.   THAT'S  JUST  SOME  OF  THE 
MINDL-ESS  CUTS  OF  SEQUESTRATION.   WE  MUST  BRING  THE  INFORMATION 
THAT  WE  LEARN  FROM  OUR  FIELD  HEARINGS  BACK  TO  WASHINGTON  TO  SHOW 
OUR  COLLEAGUES  AND  THE  BUDGET  NEGOTIATORS  HOW  SEQUESTRATION  AND 


'^A  nnc  _  Qn  -  Fi 
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MINDLESS  CUTS  WOULD  DRASTICALLY  HURT  HEALTH  PROGRAMS  —  BUT  MOST 
IMPORTANTLY  ~  WOULD  DRASTICALLY  HURT  OUR  MOST  NEEDY. 

AGAIN,    I  WOULD  LIKE  TO  THANK  CONGRESSWOMAN  BOXER  FOR 
CONDUCTING  THIS  HEARING  AND  I  LOOK  FORWARD  TO  HEAIRING  FROM  YOU 
~  THE  FOLKS  ON  THE  FRONT  LINE  OF  OUR  NATION'S  HEALTH  CARE_ 
CRISIS. 
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STATE  CAPITOL 


SACHAMENTO.  CA  »424»WI 
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SAL  CANNELLA 


COMMtTTEES 
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HOUSING  AND  COMMUNITY' 

DEVELOPMENT 
LABOR  AND  EMPLOYMENT 


assemblyman;  twenty-seventh  district 


LOCAL  GOVERNME'l- 
P'jBIiC  Evib.;-£=s 
retirement  and 

SOCIAL  SECURITY 


PREPARED  STATEMENT  OF  HON.  SAL  CANNELLA 


Good  Morning  Congresswoman  Boxer,  and  welcome  to  Stanislaus 
County,  the  City  of  Modesto  and  the  27th  Assembly  District.  The 
27th  Assembly  District  covers  all  of  Stanislaus  County  and  a 
portion  of  Merced  County. 

The  health  care  situation  in  California  should  be  placed  on  the 
"critical  list."    Fundamental,  comprehensive  reform  at  the 
national  and  state  level  is  necessary  if  we  are  going  to  break 
the  cycle  of  runaway  costs  and  declining  access.  Unfortunately, 
national  and  state  action  seems  to  be  a  long  time  coming.  We 
must  move  to  institute  stronger  cost  controls,  better  resource 
planning  and  establish  a  comprehensive  health  care  system  that 
meets  the  needs  of  our  constituents . 

I  am  also  concerned  about  the  impact  on  employers  who  generally 
carry  the  majority  of  the  cost  of  providing  health  care  to  their 
employees.     A  plan  must  be  developed  that  provides  affordable, 
quality  care,  while  addressing  the  concerns  of  those  who  pay  for 
the  access  to  health  care. 

The  crisis  in  the  California  budget  is  going  to  put  an  additional 
strain  on  an  already  over  burdened  system. 

This  is  a  national  crisis  and  we  look  to  the  Federal  Government 
for  leadership  in  order  to  resolve  this  crisis.     Hopefully,  we 
can  develop  solutions  from  information  and  insight  you  gain  from 
these  hearings  around  the  state. 

Again,  I  welcom^  you  to  our  community.     There  are  many  experts 
here  to  testify  on  the  issues  we  face,  and  I  will  turn  the  agenda 
over  to  them. 
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Stanislaus  Medical  Society 


PO  Box  576007  ♦  2339  Si  Paul  s  Wiy  »"•■•«;  ominrii- 

"MODESTO,  CALIFORNIA  95357-6007  . 

(209)527-1704  nuto..Lw.T.» 

FAX  (209)  527.5861  v           ►«c.u..  i>„.,„ 


PREPARED  STATEMENT  OF  DR.  JOHN  0.  PFEFFER 


Madame  Chairwoman: 

I  am  John  C.  Pfeffer,  M.D.,  President  of  the  Stanislaus  Medical 
Society  and  a  practicing  Obstetrician/Gynecologist  in  Modesto, 
California.  I  am  here  to  testify  on  behalf  of  the  Stanislaus  Medical 
Society  on  the  subject  of  access  to  health  care,  in  particular  as  it 
relates  to  perinatal  care  in  our  county. 

It  is  a  privilege  and  an  honor  to  be  here  today  and  to  represent 
the  Stanislaus  Medical  Society.    I  appreciate'  the  opportunity  to  testify 
before  the  House  Budget  Committee  Task  Force  on  Human  Resources  and  I 
further  appreciate  your  personal  interest  and  efforts  in  this  area. 

The  general  tone  and  setting  of  the  medical  comminity  in  Stanislaus 
County  has  previously  been  described  to  you  in  the  other  testimony 
presented  today.  The  general  problem  of  access  to  care  and  funding  of 
same  has  been  discussed  as  well,  i  will  limit  my  eonnents  to  the  special 
problem  of  access  to  perinatal  care,  recognizing  that  this  is  representa- 
tive of  the  problem  at  large. 

The  issue  of  access  to  care  as  it  relates  to  obstetrical  and  peri- 
natal services  in  our  county  has  reached  crisis  proportions.  Our 
county  facility,  Scenic  Oeneral  Hospital,  has  had  to  limit  access  to 
care  for  obstetrical  patients  because  of  a  tremendous  shortage  of 
manpower,  space  limitations  and  a  desire  to  provide  excellent  care  to 
fewer  patients  rather  than  to  provide  substandard  care  to  many. 

One  of  the  major  issues  regarding  access  to  care  in  our  county  is 
the  growing  numbers  of  patients  who  are  either  dependent  upon  the  state 
to  be  a  third  party  payor,  ie  Medi-Cal,  the  truly  medically  indigent 
patients  or  the  "working  poor",  who  are  unable  to  afford  insurance, 
yet  not  poor  enough  to  qualify  for  state  or  federal  assistance.    As  a 
result,  these  segments  of  the  population  cannot  afford  private  obstet- 
rical care. 
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There  are  many  reasons  as  to  why  a  crisis  has  been  reached  with 
respect  to  access  to  prenatal  care  in  our  county.    Many  local  obstetrical 
practices  are  closed  due  to  their  busy  practices,  regardless  of  the  type 
of  insurance  coverage.  In  addition,  several  practitioners  have  discontinued 
delivering  obstetrical  services  within  the  last  year  altogether. 
Furthermore,  the  economics  of  accepting  these  patients  into  a  private 
practice  are  such  that  it  is  a  situation  of  a  negative  cash  flow  and  as 
such,  private  practitioners  are  reluctant  to  accept  large  nximbers  of  such 
patients  into  their  care.  Recent  data  has  demonstrated  that  62%  of  all 
physicians  statewide  provide  services  free  or  at  reduced  fees  for  patients 
in  need.  This  activity  accounts  for  11%  of  their  weekly  practice  hours. 
Because  of  increased  numbers  of  such  patients,  combined  with  poor  reimburse- 
ment and  increased  bureaucratic  demands,  providers  of  such  care  can  no 
longer  absorb  the  cost.  In  1985,  it  was  estimated  that  in  San  Francisco, 
each  physician  wrote  off  $51,000.00  per  year  as  uncompensated  care.  In 
addition,  there  was  an  average  of  $32,000.00  per  year  which  was  dis- 
counted from  the  usual  fees  by  government  insurance  programs.  Certainly 
these  numbers  are  significantly  higher  today.  Because  of  the  bureau- 
cratic problems,  such  as  a  suspension  of  files  or  denial  of  claims  that 
are  rampant  within  our  present  system,  all  under  the  guise  of  account- 
ability, it  has  made  it  distasteful  and  unprofitable  for  private  practi- 
tioners to  provide  these  services.  I  am  sure  that  the  number  of  physicians 
caring  for  such  patients  as  well  as  the  percentage  of  such  patients  allowed 
in  their  practices  will  diminish  inversely  as  the  paperwork  and  obstacles 
increase. 

Because  of  the  genuine  concern  that  the  physicians  in  Stanislaus 
County  have  had  for  the  welfare  of  their  patients,  as  well  as  the 
concern  for  the  significant  increases  in  maternal  and  neonatal  morbidity 
and  mortality  that  is  associated  with  attending  patients  with  no  prenatal 
care  and  because  of  the  lltagation  crisis  that  is  present  for  all  high 
risk  medical  specialties  at  this  time,  the  practicing  obstetricians  in 
Stanislaus  County  have  reached  a  consensus  to  formulate  a  plan  of  one 
years  duration  to  provide  care  to  these  patients  within  the  private 
community.  Because  of  the  physical  and  economic  hardships  that  this 
~  presents  to  the  individual  practitioners  however,  this  will  only  be  a 
temporary  solution  to  a  long  term  problem.  It  does  however  afford  us  a 
window  of  opportunity  to  be  able  to  establish  a  setting  that  will  en- 
able us  to  provide  adequate  prenatal  and  obstetrical  services  to  these 
patients,  while  seeking  a  long  term  solution  to  this  most  pressing  problem. 

Our  obstetrical  referral  project  represents  a  unique  marriage  of  the 
interest  between  the  Stanislaus  County  Department  of  Health  and  the 
Stanislaus  Medical  society.  Each  month  the  Department  of  Health  Service 
will  provide  a  link  between  obstetrical  patients  who  are  qualified  for 
Medi-Cal  and  a  practicing  obstetrician  in  the  private  sector  who  will 
provide  prenatal  care  and  delivery  services  for  these  individual  patients. 

this  program  has  just  started  on  August  1,  1990,  exact  numbers  are 
not  available.  It  is  however,  estimated  that  approximately  80-100  women 
per  month  in  Stanislaus  County  are  now  delivering  their  children  without 
prenatal  care  through  local  emergency  roc-ns  and  obstetrical  units.  Stanis- 
laus County  and  the  Stanislaus  Medical  Society  h«y$  updated  their  list  of 
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physicians  who  are  willing  to  accept  several  additional  Medl-Cal  patients 
per  nionth  to  provide  appropriate  care.  With  this  new  system,  each  of  the 
participating  obstetricians  will  receive  equal  numbers  of  referrals  from 
the  county  health  department  on  a  monthly  rotational  basis.  Following 
che  delivery  of  obstetrical  and  postpartum  cares,  these  patients  wli. 
return  to  the  county  health  system  for  their  continuing  health  care. 

Stanislaus  County  is  proud  of  our  tradition  of  volunteerlsm,  social 
consciousness  and  public  spiritedness.  We  are  optimistic  that  our  current 
efforts  will  not  go  unnoticed  and  will  in  fact  improve  perinatal  care 
within  the  community,  we  are  deeply  concerned,  however,  that  over  the 
next  several  years  this  care  will  be  limited  because  of  the  increasing 
patient  populations  that  are  unable  to  obtain  adequate  insurance  coverage, 
the  increasing  population  shift  to  our  rural  comniunities  and  with  the 
decreasing  reimbursement,  physicians  will  be  reluctant  to  continue 
working  for  less  than  their  overhead  cost.  Additionally,  It  is  becoming 
increasingly  more  difficult  to  entice  physicians  to  continue  their 
practices  in  obstetrics  given  the  socioeconomic  scenario  currently 
present  and  the  litagation  crisis  constantly  rearing  its  ugly  head. 

Xn  brief,  there  appear  to  be  several  major  obstacles  to  providing 
appropriate  perinatal  services  in  our  county.  First  of  all  is  the 
liability  crisis  which  I  believe  is  directly  responsible  for  the  decreasing 
number  of  physicians  willing  to  provide  obstetrical  services.  Secondly, 
the  underpayment  of  services  rendered,  often  at  less  than  overhead,  make 
it  economically  unfeasible  for  physicians  to  provide  such  services.  Third, 
the  increased  burden  of  cumbersome  paperwork  and  lengthy  appeals  to 
billing  suspensions  and  denials  make  the  whole  effort  unrewarding  and  not 
worthwhile.  Fourth,  the  major  societal  problems  of  substance  abuse,  particu- 
larly as  they  relate  to  narcotics  and  alcohol  addiction,  compound  the 
already  hign  risk  population  who  have  not  accessed  themselves  to  prenatal 
care,  leading  to  the  increased  risk  to  the  mother  and  child  medically  and 
legally  to  the  physician  rendering  care.  Fifth  and  lastly,  there  Is  the 
constant  problem  of  educating  the  public  ag  to  the  benefits  of  providing 
prenatal  care.    Some  women  simply  don't  seek  prenatal  care,  even  if  it  is 
available  to  them.  — 

The  solutions  to  these  problwns  are  complex  and  varied.  Several  factors 
must  come  into  play  however.    1)  Reimbursement  for  care  rendered  must 
be  increased  to  appropriate  levels.  The  usual  Medl-Cal  rate,  approximately 
3S%  of  the  usual  and  customary  charges  are  below  that  needed  to  cover 
normal  office  overhead,  malpractice  insurance  and  the  like.  The  recent 
decision  to  reimburse  all  obstetrical  services  at  universal  rates  with 
a  global  fee,  regardless  of  the  risks  encountered,  the  skill  neccessary 
or  the  work  done  has  further  reduced  this  percentage.    The  Medl-Cal 
reimbursement  rate  for  a  surgical  assistant  on  a  cesarean  section  is  so 
abhorrently  low  ($60.00)  that  it  is  increasingly  more  difficult  to  find 
physicians  willing  to  render  such  assistance.  Additionally,  pediatric 
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and  anesthesia  services  are  more  severely  underpaid  or  simply  not  re- 
imbursed. Therefore,  certain  services  are  not  available  to  these  patients 
and  procuring  appropriate  pedicatric  care  is  increasingly  more  difficult 
to  obtain. 

If  the  physicians  providing  the  care  cannot  meet  their  cost  and 
afford  a  small  margin  of  profitability,  the  majority  of  us  will  simply 
not  render  this  care  in  addition  to  the  "tithing"  that  we  are  already 
providing.     2)  A  reduction  in  the  bureaucractlc  demands  and  expenses  is 
a  must  in  order  to  make  the  care  affordable  to  the  state.  This  will  allow 
the  physician  the  opportunity  to  practice  medicine  In  relative  ease  with- 
out the  excess  burden  of  paperwork  that  is  often  duplicated,  confusing  and 
cumbersome,  contributing  to  data  gathering  that  is  poorly  collated  and 
often  never  evaluated.  Recent  estimates  have  shown  that  Independent  of 
the  cost  of  patient  care,  the  cost  of  running  the  toierican  payment  system 
may  account  for  more  than  half  the  difference  In  cost  between  the  Canadian 
and  the  U.S.  health  systems.  3)  The  litagatlon  crisis  needs  to  be  addressed 
in  a  more  effective  manner  by  the  legislature.  Certainly,  we  would  be 
most  pleased  with  support  of  Senator  Hatch's  proposal  of  establishing, 
in  a  sense,  a  federal  HICRA.    In  this  regard,  a  major  Harvard  University 
study  of  malpractice  in  New  York  hospitals  recently  noted  that  over  80% 
of  the  cases  filed  by  lawyers  involved  no  negligence.  In  other  words,  over 
80%  of  the  patients  who  sued  had  no  basis  for  doing  so.  Additionally,  the 
most  striking  statistic  in  the  study  was  that  99%  of  the  patients 
received  treatment  without  any  negligence  occuring.  A  1%  rate  of  negli- 
gence, I  believe,  is  a  statistic  to  be  proud  of.  I  can  think  of  no 
other  profession  in  the  country  that  can  boast  such  an  outstanding  record. 

Currently  the  county  hospital  Is  our  safety  net.  I  would  add  one  final 
plea  to  maintain  appropriate  reimbursement  to  the  counties  for  the 
continued  staffing  of  these  facilities.  Increased  reduction  in  the  re- 
imbursement to  the  hospitals  eventually  translates  to  a  loss  of  the  safety 
net  with  an  inabiltiy  to  maintain  the  level  of  care,  the  staffing  per- 
sonnel and  the  physical '  plant  that  are  required  to  stay  competitive  in 
todays  medical  environment.    Additionally,  seed  money  is  needed  to  help 
establish  CPSP  clinics  and  the  like  that  will  continue  to  allow  us  to 
extend  care  to  these  patients  in  a  preventative  manner-one  that  has  been 
shown  to  be  eff icaoious  with  respect  to  medical  economics  by  decreasing 
morbidity,  mortality  and  expenditures. 

Lastly,  I  believe  there  must  be  a  change  in  the  public  philosophy 
such  that  access  to  care  truly  relates  to  a  privilege,  being  fortunate 
enough  to  live  in  our  modern  society  in  this  wonderful  country,  rather 
than  a  right  where  such  services  must  be  provided  at  the  whim  of  the 
Individual,  but  at  the  extreme  cost  to  the  taxpayer. 

In  our  county  we  have  been  fortunate  enough  to  have  the  leadership, 
the  wisdom  and  the  beneficence    of  the  local  physicians  that  will  allow 
us  to  search  for  solutions  to  the  very  serious  problems  confronting  us. 
the  assistance  of  you  and  your  colleagues  is  desperately  needed  and  most 
welcome. 

Thank -you  Madame  Chairwoman  for  allowing  me  the  opportunity  to  present 
these  comments  to  you  today. 
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PREPARED  STATEMENT  OF  BEVERLY  M.  FINLEY 


Madame  Chairwoman,  I  cun  Beverly  Finley,  Chief  Executive  Officer  of 
Scenic  General  Hospital,  Modesto,  California.  It  is  an  honor  to  be 
here  today  to  represent  Scenic  General  Hospital  and  the  County  of 
Stanislaus'  health  care  system  on  the  subject  of  the  Health  Care 
Crisis  -  Problems  of  Cost  and  Access. 

Scenic  General  Hospital  is  a  134  bed,  acute  care  facility  owned  by 
Stanislaus  County  that  has  served  the  community  for  a  century. 
From  its  beginning  Scenic  has  been  charged  with  a  mission  of 
providing  care  to  those  who  cannot  afford  to  pay.  The  hospital 
provides  a  full  complement  of  services  with  the  exception  of  labor 
and  delivery  and  neurosurgery.  Outpatient  clinics  which  are 
located  both  on  the  hospital's  main  campus  plus  two  satellite 
clinics  care  for  over  130,000  patients  each  year.  Ninety-five 
percent  of  our  patients  are  insured  under  government  sponsored 
programs.  There  is  no  room  for  cost  shifting  within  this  payor 
mix. 

Scenic  General  Hospital  is  proud  to  be  affiliated  with  the 
University  of  California  at  Davis,  Family  Practice  Residency 
Program  with  a  total  of  21  Family  Practice  Residents.  The 
residents  receive  their  training  from  a  hospital-based  faculty 
group  of  sixteen  physicians  plus  the  part-time  assistance  of  45 
community  physicians.  Forty  percent  of  the  program's  graduates 
have  remained  in  the  Modesto  community  expanding  access  to  medical 
care  for  the  residents  of  the  County. 

The  problems  facing  Stanislaus  County  and  its  health  care  system 
reflect  the  long  history  of  a  budget  driven  health  care  policy  at 
the  State  and  national  levels  that  has  eroded  access  to  indigent 
patients.  Despite  years  of  declining  margins  produced  by  Medicare 
and  Medi-Cal  shortfalls,  increased  demand,  increased  costs  and 
inflation,  an  eroding  physical  plant  and  capital  equipment  base, 
the  Stanislaus  County  health  care  system,  including  mental  and 
public  health  services,  has  been  able  to  maintain  its  commitment  to 
provide  high  quality  care  to  its  patients.  However,  our  struggle 
has  reached  crisis  proportions.  The  proposed  reductions  in  the  FY 
1991  Federal  budget  proposal,  if  enacted,  will  escalate  this 
crisis.  The  gap  between  revenues  and  expenses  cannot  continue  to 
widen  without  dire  consequences  to  access  for  indigent  patients. 


The  Proposed  Medicare  Budget  1990-91 

With  the  proposed  Medicare  cuts,  teaching  hospitals  will  be  hardest 
hit.  Teaching  hospitals  tend  to  serve  more  acutely  ill  patients  as 
is  typical  of  the  indigent  and  low  income  population.  In  the  past, 
teaching  facilities  had  a  higher  than  average  Medicare  margin  based 
upon  special  adjustments  which  recognized  the  additional  costs 
associated  with  physician  training  programs.  This  trend  no  longer 
holds  true  since  the  reduction  in  federal  support  covering  medical 
education  cost  continues  plus  the  25%  cut  in  capital  payments. 
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Paying  hospitals  less  than  the  full  cost  of  a  training  program  or 
the  full  cost  of  capital  is  not  a  sound  public  policy.  The  nation 
will  continue  to  require  an  increased  number  of  medical 
professionals.  Improved  technology  is  an  investment  that  actually 
results  in  lowering  the  cost  of  health  care.  It  is  now  possible  to. 
have  gallbladder  surgery  on  an  outpatient  basis  through  innovative 
techniques  eliminating  the  need  for  a  lengthy  hospital  stay.  This 
technology  must  be  available  in  teaching  programs  for  the  future 
needs  of  all  citizens.  Refusing  to  recognize  the  value  of 
investing  in  medical  education  is  an  impractical  approach  that  will 
have  far  reaching  effects  in  terms  of  economics  and  standards  of 
care. 

The  proposed  10%  reduction  in  Medicare  outpatient  reimbursement  is 
especially  alarming.  Hospitals  have  responded  to  the  need  to 
reduce  costs  by  moving  patient  care  to  outpatient  settings  when 
appropriate,  resulting  in  the  most  significant  change  in  the  health 
care  delivery  system  during  the  1980 's.  To  further  reduce 
inadequate  reimbursement  for  outpatient  care  will  place  Medicare 
patients  in  the  same  dilemma  now  facing  Medi-Cal  patients.  Access 
will  be  restricted  or  denied. 


The  Medi-Cal  Program 

In  theory  Medi-Cal  patients  in  Stanislaus  County  can  seek  care  from 
any  provider  whether  hospital  or  physician.  In  practice  this  is 
not  true.  The  low  reimbursement  level  coupled  with  cumbersome 
billing  requirements  have  gradually  excluded  nearly  all  private 
physicians  in  Stanislaus  County  from  accepting  Medi-Cal  patients. 
Furthermore >  because  of  the  litigation  process  and  increased  costs, 
many  physicians  have  stopped  offering  OB  services  reducing  the 
number  of  providers  available  for  this  service.  Scenic  General 
Hospital  and  other  hospital  emergency  rooms  have  become  the  safety 
net  for  Medi-Cal  patients.  The  availability  of  a  sub-specialty 
physician  to  see  a  Medi-Cal  or  indigent  patient  at  Scenic  is 
increasingly  difficult  because  of  inadequate  reimbursement.  The 
ramification  of  this  poor  reimbursement  on  access  to  Medi-Cal 
patients  is  dramatically  illustrated  by  the  obstetrical  service 
provided  at  Scenic  General  Hospital. 

In  1982  Scenic 's  OB  services  performed  an  average  of  88  deliveries 
per  month;  and  in  1989,  157  deliveries  per  month  were  made. 
Current  data  projects  300  deliveries  per  month  by  1995.  The  number 
of  high  risk  prenatal  visits  has  increased  over  50%  per  month 
during  1989.  Much  of  this  increase  is  directly  attributable  to  the 
decrease  in  the  number  of  providers  who  are  willing  to  accept  Medi- 
Cal  patients  into  their  private  practices. 

Scenic 's  capacity  to  accommodate  this  increased  volume  is 
restricted  to  its  aging  physical  plant.  Existing  space  restraints 
prohibit  the  expansion  of  OB  clinics  to  accommodate  the  increased 
volume  of  women  seeking  OB  care.  During  this  time  Scenic  has  lost 
the  only  full  time  OB\GYN  on  its  hospital-based  staff  exacerbating 
the  problem  of  access.  After  long  and  difficult  debate  concerning 
the  need  to  limit  access  to  ensure  quality  of  care,  the  Coordinator 
of  OB  Services,  Dr.  Jesse  Wilmes,  began  to  set  limits  on  the  number 
of  new  patients  that  could  be.  accepted  into  the  clinics.  However, 
because  of  the  excess  demand,  appointments  could  not  be  given  prior 
to  the  delivery  date  for  many  women. 

During  this  time  Dr.  Wilmes  was  aided  by  Dr.  John  Pfeffer, 
President  of  the  Stanislaus  Medical  Society,  who  participates  in 
the  residency  teaching  program.  Because  of  the  leadership  of  Drs. 
Wilmes  and  Pfeffer,  a  coalition  with  the  community  OB\GYNS  was 
formed  to  accommodate  the  needs  of  pregnant  women  who  cannot  get 
realistic  appointments  into  the  Scenic  OB  clinic.  Physicians  have 
agreed  to  accept  two  to  three  Medi-Cal  patients  into  their  private 
practice  on  a  rotation  basis  assuring  the  mother  of  prenatal  care. 
This  program  began  August  1. 
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The  OB  clinic  is  only  one  example  of  the  problems  of  access  for 
indigents  and  Medi-Cal  patients  in  Stanislaus  County.  The 
pediatric  clinics  have  a  three  week  waiting  time  for  appointments  - 
-  not  a  satisfactory  delay  when  it  is  your  sick  child.  A  48  day 
wait  is  necessary  for  a  neurology  appointment.  Dermatology 
patients  may  wait  for  three  months.  Appointments  in  the  residents' 
clinics  average  a  three  week  wait.  These  waiting  times  are  present 
in  clinics  that  are  exceeding  capacity  as  much  as  145%  (OB)  and 
190%  (Surgery) .  The  delays  in  getting  appointments  and  long 
waiting  times  to  be  treated  on  the  day  of  appointment  result  in 
frustration  for  patients.  No  show  rates  approach  30%  as  patients 
seek  treatment  in  the  emergency  rooms  of  local  hospitals  as  they 
are  not  willing  to  wait  for  three  weeks.  Not  only  patients  become 
upset.  Hospital  employees  face  daily  frustration  with  angry 
patients,  either  those  who  have  waited  a  long  time  to  get  in  to  see 
the  doctor  or  who  cannot  get  an  appointment  when  they  pursue  health 
care  services. 

As  a  safety  net  hospital.  Scenic  has  treated  all  patients  who  seek 
care  through  its  services.  However,  the  future  looks  bleak.  The 
community's  need  has  already  exceeded  this  county  hospital's 
resources  as  evidenced  by  limiting  access  for  pre-natal  care. 
Scenic  has  not  experienced  an  operating  margin  that  has  allowed  for 
physical     plant     replacement     or     renovation.  The  Medi-Cal 

reimbursement  rate  to  Scenic  General  Hospital  is  less  than  50%  of 
charges  for  service  to  outpatients.  In  1989-90  it  is  estimated  that 
Scenic  will  have  lost  $1.8  million  on  its  outpatient  services,  of 
which  55%  are  Medi-Cal.  Much  needed  capital  equipment  and 
expansion  for  access  cannot  be  realized  for  the  absence  of  any 
funding  source.  As  a  result  the  hospital  cannot  accommodate  the 
steadily  increasing  demand  for  service  by  Medi-Cal  and  indigent 
patients.  But  the  effect  of  low  reimbursement  for  Medicare  and 
Medi-Cal  services  is  only  one  portion  of  the  financial  crisis 
facing  Scenic  General  Hospital.  The  State  has  been  decreasing  its 
reimbursement  for  health  care  to  medically  indigent  patients  since 
1983. 


Indigent  Health  Care 

The  vulnerability  of  the  County's  health  care  system  can  be 
demonstrated  by  the  results  of  the  current  budget  negotiations  in 
the  State.  On  Friday,  the  hospital  had  a  proposed  1990-91  budget 
that  showed  a  positive  bottom  line.  On  Monday,  the  budget  showed 
an  anticipated  deficit  of  $2.3  million.  This  deficit  is  fully 
attributable  to  a  reduction  in  Stanislaus  County's  State  allocation 
of  monies  for  medically  indigent  adults. 

When  the  medically  indigent  adult  program  was  transferred  under  the 
County's  direction,  the  state  funded  the  program  at  70%  of  current 
costs  of  the  program.  It  was  believed  that  the  County  could  run 
the  program  at  less  cost  than  the  State.  For  Stanislaus  County, 
the  allocation  was  $6.6  million.  Between  1984-88  there  were  no 
adjustments  for  inflation  or  increased  demand.  During  1989-90  the 
State  reduced  the  allocation  by  $1.2  million  with  the  promise  of 
funding  from  the  new  program  covering  amnesty  aliens  from  the  State 
Legalization  Immigration  Assistance  Grant  Program  (SLIAG) .  After 
aggressive  pursuit  of  these  promised  new  dollars.  Scenic  realized 
approximately  $3  50,000,  leaving  a  shortfall  of  $800,000.  Contrary 
to  the  AB75  provisions  that  require  the  State  to  backfill  any 
reductions  in  MISP  funding  with  State  and  general  funds  we  have 
learned  that  there  is  no  appropriation  to  meet  this  legal 
obligation.  In  less  than  two  years  the  indigent  health  care  monies 
were  reduced  $3.1  million.  A  budget  driven  health  care  policy 
makes  planning  impossible.  Plans  to  enhance  revenues  to  offset  the 
shortfall  are  deleted  with  the  stroke  of  a  pen  at  the  State  and 
national  levels.  Some  programs,  such  as  the  Comprehensive 
Perinatal  Services  Program,  reimburse  OB  services  at  a  higher  rate. 
Unfortunately,  no  seed  monies  are  allocated  to  allow  hospitals  or 
clinics  to  develop  and  implement  the  program  to  secure  additional 
revenues.  The  existing  physical  plant  at  Scenic  General  Hospital 
is  overcrowded,  overused  and  inefficient. 
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Some  efforts  have  been  made  in  addressing  the  issue  of 
uncompensated  care.  Proposition  99  is  a  good  example.  The  intent 
of  this  initiative  has  been  interpreted  in  ways  that  eliminate  its 
use  for  many  hospital  necessities.  The  mandate  to  expend  an  18 
month  allocation  within  a  4  month  period  of  time  without  the 
capability  to  carry  funds  into  the  next  fiscal  year  forced 
hospitals  into  an  expenditure  plan  that  would  have  been  altered 
with  more  time  for  planning.  To  impose  this  requirement  with  the 
full  knowledge  that  indigent  health  monies  were  going  to  be  cut, 
would  suggest  a  lack  of  concern  for  the  viability  of  the  county 
health  care  system.  The  Tobacco  Tax  allocation  will  sunset  in 
June,  1991,  creating  an  opportunity  for  these  funds  to  be  further 
manipulated  by  the  legislature  for  purposes  other  than  intended  by 
the  initiative. 

What  does  this  mean  to  the  low  income,  indigent,  Medi-Cal  and 
Medicare  patients?  The  noose  of  low  reimbursement  is  restricting 
their  access  to  patient  care.  The  low  reimbursement  and  reduced 
allocations  place  Scenic  General  Hospital  as  well  as  the  County's 
mental  health  and  public  health  services  in  dire  need  of  new 
funding  sources.  The  governor  and  legislature  gave  counties  new 
fee  assessment  powers  to  generate  revenues  to  replace  the  indigent 
health  care  revenues ' from  the  State.  Stanislaus  County,  like  many 
other  counties,  faces  severe  cash  problems  of  its  own.  The 
theoretical  new  revenues  are  subject  to  the  countervailing 
pressures  that  exist  in  County  government.  Stanislaus  County  does 
not  have  a  comprehensive  policy  to  fund  its  health  care  system. 
However,  it  is  clear  that  Scenic  General  and  the  departments  of 
Mental  Health  and  Public  Health  must  obtain  its  appropriate  share 
of  these  new  revenues  if  we  are  to  continue  to  meet  the  health  care 
needs  of  our  community.  If  Scenic  cannot  recruit  and  retain  its 
staff  or  address  its  need  for  competitive  salaries,  if  Scenic  is 
not  able  to  expand  its  purchasing  power  to  acquire  capital 
equipment  replacement,  and  if  Scenic  cannot  expand  its  revenue  base 
to  cover  debt  service  to  replace  its  aging  physical  plant,  the 
safety  net  to  indigents  and  government  sponsored  patients  will  be 
so  constricted  that  access  will  be  delayed  for  hours,  weeks  or 
months . 
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PREPARED  STATEMENT  OF  SOLANGE  GONCALVES  ALTMAN 


My  name  is  Solange  Goncalves  Altina?).     I'm  a  staff  attorney 
with  California  Rural  Legal  Assistance  in  Modesto.     CRLA  is  a 
federally  funded  legal  services  program  with  15  offices 
throughout  rural  conununities  in  the  state.     We  are  actively 
involved  in  health  advocacy  for  rural  poor  people.  Most  recently 
we  were  involved  in  a  conununity  effort  to  keep  this  county's 
hospital.  Scenic  General  hospital  open.     Closure  was  threatened 
only  last  year. 

As  a  legal  services  attorney  I  have  witnessed  firsthand  the 
problems  of  cost  and  access  faced  by  many  low  and  middle  income 
people.     I  have  assisted  clients  in  actually  obtaining  medical 
care,  in  challenging  erroneous  Medi-Cal  determinations  to  obtain 
benefits  to  pay  for  care,  and  in  arranging  payment  schedules  on 
bills  which  will  not  be  paid  in  your  lifetime  or  mine.     Of  the 
dozens  of  clients  I  have  represented  I  believe  the  experiences  of 
Terry  Brogdon,  Pam  Cobb  and  Erma  Stepp  exemplify  the  access 
problems  to  orthopedic,  obstetric  and  dental  care  experienced  by 
poor  people  in  this  county  and  state. 

In  August  1988,  Terry  Brogdon  suffered  a  knee  injury  while 
working  at  his  job  as  a  drywall  hanger.     He  thought  his  employer 
had  Worker's  Compensation  which  would  cover  his  medical  care  and 
compensate  him  for  his  period  of  disability,   but  this  was  his 
first  mistake.     He  soon  learned  that  his  employer  had  no  Worker's 
Compensation  and  that  he  might  never  be  compensated  for  his 
injury  from  the  Uninsured  Employers  Fund. 

Terry  had  no  difficulty  in  getting  treatment  for  his  knee 
from  a  private  orthopedist  while  the  doctor  thought  that  Worker's 
Compensation  would  pay  for  the  bills.     By  the  time  surgery  was 
scheduled,   it  was  clear  there  was  no  Worker's  Compensation. 
Unable  to  work  because  of  his  knee,  Terry  and  his  family  applied 
and  were  granted  public  assistance  and  Medi-Cal.     Terry  offered 
to  pay  the  doctor  for  the  surgery  with  his  Medi-Cal,  but  the 
doctor  wouldn't  accept  it. 

In  March  1989,  Terry  attempted  to  get  an  appointment— at  the 
County  Hospital,  but  he  was  told  that  new  Medi-Cal  patients  were 
not  being  accepted  only  patients  under  the  Stanislaus  County 
Indigent  Health  Program.     Under  that  county  program  services  are 
provided  exclusively  at  the  county  hospital.     Scenic  was  forced 
to  cut  back  orthopedic  appointments  then  because  one  of  their 
orthopedists  was  out  on  sick  leave  and  as  hard  as  they  had  tried 
they  had  not  found  a  replacement.     Medi-Cal  patients  were  turned 
away  because  it  was  erroneously  assumed  that  private  orthopedists 
in  the  community  would  accept  Medi-Cal. 

In  late  March,  Terry  came  to  see  me.     I  called  every 
orthopedist  listed  in  the  telephone  book  inquiring  whether  Medi- 
al was  accepted.     Finally,  one  office  in  Turlock  scheduled  Terry 
for  an  appointment,   but  whea  he  arrived  for  the  appointment  he 
was  told  that  new  Medi-Cal  patients  were  not  being  accepted. 

Unable  to  find  an  orthopedist  in  Stanislaus  County,  an 
appointment  was  made  for  Terry^at  San  Joaquin  General,  the  county 
hospital  in  Stockton,  about  35  miles  from  Modesto.     Though  Terry 
felt  it  would  be  difficult  to  travel  there  for  treatment,  he  was 
determined  to  get  the  care  he  needed. 

Shortly  after  this  appointment  was  made,  I  learned  of  a 
young  orthopedist  in  Modesto,  who  had  not  been  included  in  the 
specialist  listing  in  the  telephone  book.     This  orthopedist  was 
on  contract  at  Scenic  one  day  a  week,  and  he  agreed  to  see  Terry 
at  Scenic  the  first  week  of  June.  He  ultimately  performed  surgery 
on  Terry's  knee  in  late  July,  and  Terry  was  released  for  work  by 
September  1989. 
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Terry's  time  off  work  cost  the  taxpayers  approximately 
$7,200  in  cash  aid.     It  was  only  as  a  last  resort  that,  his  family 
was  forced  onto  public  assistance.     Being  on  public  assistance 
was  both  a  humiliating  and  humbling  experience.     The  family  is 
keenly  aware  how  a  medical  emergency  can  force  a  middle  class 
family  on  the  public  dole. 

While  Terry  Brogdon  was  able  to  get  the  medical  care  he 
needed,   it  was  only  because  of  his  and  my  persistence,  and 
because  he  was  lucky  enough  to  have  found  a  private  orthopedist 
who  would  care  for  him.     Other  indigents  requiring  the  services 
of  specialists  such  as  obstetricians  have  not  been  as  fortunate. 

Pregnant  women  are  among  those  who  have  had  a  particularly 
difficult  time  in  obtaining  maternity  care  because  of  the  paucity 
of  obstetrician/gynecologists  who  will  take  Medi-Cal .   In  May 
Scenic  General  became  overloaded  and  10  pregnant  women  like  Pam 
Cobb  were  turned  away  per  week.     Pam  tried  to  find  a  private 
obstetrician  to  take  care  of  her  with  no  success. 

In  Stanislaus  County,  the  number  of  family  practice 
physicians  serving  more  than  five  Medi-Cal  patients  dropped  from 
five  to  three  in  1985.   State  statistics  reveal  the  shortage  of 
obstetricians  who  take  Medi-Cal  is  especially  critical. 

From  1985  to  1987  there  was  a  sharp  decline  in 

the  number  of  obstetricians  and  family  practitioners 

in  private  practice  who  were  willing  to  provide 

maternity  care  to  women  on  Medi-Cal.     One  study 

found  that  3  out  of  10  practicing  obstetricians  in 

California  participated  in  the  Medi-Cal  program  to  the 

extent  that  the  State  paid  for  10%  or  more  of  the 

deliveries  in  their  practice.     Meanwhile  women 

on  Medi-Cal  have  been  giving  birth  to  approximately 

25%  of  all  children  born  in  California  each  year.  1 

With  limited  access  to  obstetricians  many  poor  women  forego 
prenatal  care.     According  to  the  California  Department  of  Health 
Services  most  recent  report   (for  calendar  year  1984)   only  61.3% 
of  the  women  on  Medi-Cal   received  any  prenatal  care  during  the 
first  trimester.     Stated  differently,  over  40,0^0  women  on  Medi- 
Cal  were  receiving  no  maternity  care  during  the  critical  first 
three  months  of  pregnancy. 

The  lack  of  prenatal  care  has  translated  into  more  high  risk 
pregnancies  and  a  higher  infant  mortality  rate.       According  to  a 
Children's  Research  Institute  Study  high  risk  pregnancies 
constituted  one  of  every  five  births  in  California  in  1984. 
California  ranked  14th  in  the  nation  in  preventing  infant  deaths 
with  an  infant  mortality  rate  of  9.4%  per  1,000  live  births  in 
1983.   In  1985,  Stanislaus  and  Merced  ranked  at  the  bottom  of  the 
County  Infant  Mortality  List. 

In  this  county,  a  solution  to  the  plight  of  pregnant  women 
was  found  when  23  of  the  24  private  obstetricians  in  Stanislaus 
County  each  agreed  to  take  up  to  three  Medi-Cal  patients  per 
month  for  prenatal  care  to  alleviate  the  crisis.     To  get  this 
participation  from  private  providers  was  an  exemplary 
achievement —  a  credit  to  the  leadership  of  Scenic  General 
Hospital  and  the  Stanislaus  County  Medical  Society. 

These  23  private  obstetricians  taking  Medi-Cal  patients  will 
help  resolve  the  access  problems  faced  by  poor  pregnant  women  in 
Stanislaus  County  in  the  short  run.     The  concern  I  have  is  how 
long  their  assistance  can  be  counted  upon.     For  how  long  can  we 
expect  them  to  provide  the  extensive  care  high  risk  pregnant 
women  require  when  they  are  paid  a  flat  fee  of  $1010  by  Medi-Cal 
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for  all  prenatal  care  including  vaginal  delivery.     Medi-Cal  makes 
no  provision  for  the  extraordinary  services  required  by  these 
high  risk  patients.  There  is  no  additional  compensation  for 
Caesarian  sections  which  in  many  of  these  high  risk  pregnancies 
can  be  medically  necessary. 

Though  the  $1010  Medi-Cal  reimbursement  rate  for  vaginal 
deliveries  appears  incredibly  low,  the  rate  was  only  $650  in 
1987.     The  rate  was  increased  because  of  Clark  v.   Kizer,  a 
lawsuit  filed  by  legal  services  advocates.     Though  the  challenge 
to  the  Medi-Cal  reimbursement  rates  for  obstetrical  care  has  been 
settled,  the  dental  component  of  that  lawsuit  has  not. 

The  lack  of  dentists  who  will  accept  Medi-Cal,  sometimes 
known  as  Denti-Cal  has  created  another  tremendous  access  problem 
for  poor  people.     Erma  Stepp  is  an  81  year  old  client  of  my 
office  who  suffered  enormously  because  of  her  inability  to  get 
proper  dental  care.     Mrs.   Stepp,   a  diabetic,   needed  a  partial 
lower  denture  which  was  not  an  appliance  covered  by  Medi-Cal 
regulations.     Her  need  for  the  appliance  was  legally  challenged 
as  medically  necessary  because  she  could  not  eat  without  it. 
After  litigation,   Medx_Cal  agreed  to  pay  for  the  appliance,  but 
even  with  Medi-Cal,  Mrs.  Stepp  encountered  much  difficulty  in 
acquiring  the  appliance  because  so  few  dentists  accept  Medi-Cal. 
Most  dentists  charge  $1000  for  a  partial   lower  denture,   but  Medi- 
Cal  only  pays  $289.00.     Even  so  after  much  effort,   one  dentist  in 
Stanislaus  County  was  found  who  would  make  the  appliance  for  her. 

Provider  participation  in  the  dental  program  is  also 
extremely  low. 

Four  out  of  10  dentist  in  California  refuse  to 
treat  any  Medi-Cal  recipients.     Only  1  in  10 
dentists  draw  more  than  10%  of  their  patients 
from  Medi-Cal  recipients.     As  a  consequence, 
only  1  in  5  children  on  Medi-Cal  receive  routine 
preventive  dental  care  each  year;  the  statistics 
are  even  worse  for  adults. 

As  with  obstetrics  and  orthopedics,   low  provider 
participation  is  a  reflection  of^the  absurdly  inadequate 
reimbursement  rates.     In  some  instances  the  rates  will  not  even 
cover  the  cost  of  materials  yet  alone  the  dentist's  labor  and 
malpractice  premium.     See  Declaration  of  Bruce  Valentine 
submitted  in  Clark  v.  Kizer. 

In  the  three  living  examples  provided  of  health  access 
problems  there  are  some  recurring  themes:   1)  private  providers 
don't  want  Medi-Cal  patients  because  Medi-Cal   reimburses  them 
inadequately  or  not  at  all;   2)  county  hospitals  like  Scenic 
General  Hospital  are  bursting  at  the  seams.     They  have  been 
expected  to  act  as  the  safety  net  for  patients  who  can't  get 
treatment  anywhere  else;   and  3)   the  longer  medical  care  is 
delayed  the  more  expensive  it  is  to  the  taxpayer  because  medical 
expenses  will  be  greater  for  more  complicated  conditions  or 
because  unemployabil ity  forces  medically  needy  people  to  seek 
public  assistance. 

For  the  past  10  years  there  has  been  little  federal 
leadership  in  attempting  to  come  to  grips  with  these  problems. 
For  the  past  8  years  there's  been  virtually  no  state  leadership 
as  well.     To  the  contrary,  more  and  more  of  the  financial  burden 
has  been  put  on  the  backs  of  local  government  which  lacks  the  tax 
base  to  provide  meaningful  solutions.   It's  time  for  some 
leadership.     State  and  federal  health  care  policies  must  change 
in  several  respects.     Some  of  the  changes  that  would  improve 
health  access  would  be: 
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1 .  Improvement  of  Provider  Participation  through  Increased 
Medicaid/Medi-Cal  Reimbursement  Rates,     Loan  Forqivenesg  and 
Indemnity  Programs.     There  must  be  more  support  for  increased 
reimbursement  rates.     There  is  a  direct  relationship  between 
changes  in  reimbursement  rates  and  provider  willingness  to 
participate  in  public  programs.     One  California  study  found  that 
a  10  percent  increase  in  the  reimbursement  rate  was  associated 
with  a  6  percent  increase  in  Medi-Cal  participation  by  providers 
seeing  40  or  more  Medi-Cal  patients  annually.     See  Held  & 

Ho 1 a n a n ,  Containing  Medicaid  Costs  in  an  Era  of  Growing  Physician 
Supply,   7  Health  Care  Fin.  Rev.   49  table  3:53  (1985). 

In  order  to  enhance  provider  participation,  Texas  has 
enacted  a  program  by  which  it  will   indemnify  charity  care 
providers  whose  practice  constitutes  more  than  10%  indigent 
patients.     Programs  like  this  should  be  monitored  closely  to 
determine  their  effectiveness  in  increasing  access.     If  found 
effective  consideration  should  be  given  to  implementing  such  a 
program  nationally. 

Consideration  should  also  be  given  to  a  Student  Loan 
Forgiveness  Program  for  physicians  who  devote  10%  or  more  of 
their  practice  to  indigent  patients. 

2 .  Funding  Priority  Must  Be  Given  to  Prevention  Services. 
Several  programs  with  demonstrated  effectiveness  have  suffered 
dramatic  cuts  under  the  Reagan  and  Deukmejian  administrations. 
The  federally  funded  Women,   Infants  and  Children  Program  which 
provides  supplemental  food  to  low-income  pregnant  and 
breastfeeding  women  and  children  under  the  age  of  five  has 
suffered  dramatically  despite  its  record  of  proven  effectiveness. 
Poorly  nourished  women  are  more  likely  to  have  high  risk 
pregnancies.     Of  the  over  two  hundred  million  dollars  spent  for 
hospital  intensive  care  services  for  newborn  children  in 
California  each  year,   it  is  estimated  that  one-third  or  $66 
million  could  be  saved  with  prevention-oriented  prenatal  care. 
(See  Departnent  of  Health  Services,  Maternal  and  Child  Health 
Branch,  Budget  Change  Proposal,  December  22,  1981. 

3 .  Financial  Support  Must  be  Given  for  Expanded  Clinical 
Services .       When  clinic  appointments  are  unavailable,  poor  people 
resort  to  the  emergency  room  for  primary  care,  or  medical  care  is 
foregone  altogether.     Both  practices  are  more  expensive  in  the 
long  run. 

Clinics  like  those  at  Scenic  General  Hospital  and  West 
Modesto  Family  Health  Center  could  better  serve  more  patients  if 
additional  funding  was  made  available  to  expand  their  staff,  and 
facilities. 

One  of  the  major  provisions  of  Proposition  99,  The  Tobacco 
Tax,  addresses  the  need  for  clinics  and  expanded  pregnancy 
services.     Unfortunately,  the  governor  took  away  other 
state  health  care  monies  and  substituted  99  funds.  How  much 
counties  will  have  to  expand  clinical  services  is  questionable 
now.     It  is  also  questionable  whether  those  counties  will  be  able 
to  keep  any  99  funds  since  the  legislation  was  intended  to 
supplement  not  supplant  existing  services. 

4.  Universal  Health  Care  Coverage-  Several  proposals  for 
insuring  the  uninsured  were  discussed  in  the  report  of  the  Pepper 
Commission  to  Congress.     Legal  services  agencies  in  this  state 
are  supporting  the  Petris  bill  which  provides  universal  access 
and  is  modeled  after  the  system  in  place  in  British  Columbia. 


The  time  has  come  for  major  changes  in  our  health  policy  as 
the  dual  system  presently  in  existence  denies  many  people  access, 
and  is  not  adequately  addressing  the  needs  of  some  6  million 
uninsured  people  in  California  and  a  vast  number  of  others  in  the 
nation. 


140 


PREPARED  STATEMENT  OF  MICHAEL  O.  SULLIVAN 


Th?i>ks  for  the  privilege  to  present  informatics  to  you  emd  your  suhcxsmdttee 
related  to  health  care  access,  federal  financing,  and  cost  needs  of  underserved 
populations  especicdly  wonen,  children,  and  minorities  in  the  Central  Valley, 
My  name  is  Mike  Svillivan  and  for  the  past  twenty-five  years  I  have  tried  to' 
ijTprove  the  health  care  status  of  people  in  need  both  in  the  U.S.  and  in  the 
developing  third  world. 

I  have  three  vdnhpfi  that  I  know  our  Government  can  grant,  however  difficult 
the  politjceil  realities: 

1.  That  we  pxt  in  place  soon  a  National  Health  Plan,  its  financing  weighted 
towards  pre^^ention  and  primary  care,  and  assuring  equal  access  to  all 
U.S.  residents.    I  personally  believe  there  is  much  waste,  inefficiency, 

and  institutiona]  and.  personal  greed  in  the  current  system,  and  an  inordinate 
and  lopsided  expenditure  of  resources  paying  for  hospital  and  specialist 
care  that  must  be  redirected.    Only  when  consensus  is  reached  on  a  rational, 
accessible,  and  prevention  ard  primar^'-care  based  health  system,  will  we  be 
in  a  position  to  control  costs  and  limit  negati^/e  outcomes  such  as  high  infant 
mortality  which  is  a  national  disgrace. 

2.  That  rural  ^jnerica's  (and  the  San  Joaquin  Valley's)  special  health  care 
needs  be  folly  integrated  into  the  agenda  of  a  National  Health  Plan. 
Specifically,  rural  Americans  mist  achieve  equal  access  to  physician 
resources,  especially  primary  care  M.D.'s.    There  are  too  many  physician 
underserved  rural  caimunities  in  America  caused  by  lifestyle  needs  of 
young  M.D.'s,  tremendous  growth  of  female  physicians,  "ccirpetition"  frati 
foreign  M.D.'s,  and  training  methodologies  in  medical  and  residency  programs 
creating  depexKSency  on  high-tech  equipment  ajTd  facilities,  and  group  practice 
association  not  available  to  rural  carmunitins .    A  National  Physician  Service 
or  obligation  will  have  to  hr  incorporated  into  a  National  Health  Plan. 

3.  And  finally,  that  until  my  first  two  wisher  are  granted,  that  there  be 
continued  and  increased  grant  financing  to  fill  in  the  gaps  of  care  needed 
by  a  growing  underserved  and  uninsured  jxjpulation  of  high  risk  special 
people  including  the  urban  poor,  the  hciteless,  migrant  farmworkers, 

the  xuxal  poor,  those  on  Medi-Cal,  poor  pregnant  wonen,  the  children  of 
our  poor,  and  refugees  fmn  Southeast  A^ia. 

I  am  currently  the  Execut^^'G  Director  of  the  Merced  Family  Health  Centers,  Inc. 
(MFHC) ,  a  federal  arid  state-supported  Migrant  and  Caimmity  Health  Center.  We 
operate  si::  clinic  sites  as  a  non-profit  consumer-based  corporation  serving 
the  poorest,  most  medically  and  dentally  underseirved  populations  in  Merced  and 
Stanislaus  counties.    Our  mission  is  to  provide  oualitj'  primary  health  care 
services  in  the  tximiunities  we  serve  regardless  of  language,  financial,  or 
cultiural  bcunriers. 

Our  agency  has  a  workforce  of  over  110  full-time  enployees  serving  more  than 
25,000  individuals  which  accounts  for  over  90,000  visits  annually  providing  them 
with  basic  medical,  dental,  and  nutrition  care  including  the  services  of  primary 
care  physicians  and  dentists,  nurse  practitioners,  nurse  midwives,  registered 
nutritionists,  and  certified  physician  assistants.    We  support  this  clinical 
team  with  diagnostic  laboratory  and  radiological  services,  pharmaceuticals, 
fami.''.v'  planning  and  HIV  education,  childbirth  classes,  WIC,  and  total  perinatal 
care,  iurt  to  name  a  few.    Our  patients  are  70%  Hispanic,  10%  Asian,  15%  white, 
and  5%  black.    Ihey  are  mostly  farmworkers,  but  also  include  the  hcti>eless  of 
Modesto,  Southeast  Asian  refugees,  the  unemployed,  and  the  '\jorking''  poor.  In 
addition,  we  serve  patients  from  five  different  language  groups  including  Spanish, 
ttnong,  Laotian,  Vietnamese,  and  Cambodian.    Likewise,  our  staff  is  more  than  seventy 
percent  bilingual  and  hicultural.    All  of  our  educational  materials,  consent  forms, 
etc.  are  translated  for  our  patients.    Neeurly  fifty-five  percent  of  our  patients 
are  corpletely  uninsured  for  heeilth  care  services;  for  these  patients,  were  it  not 
for  our  agency,  the  only  a\'ailable  sources  of  care  would  be  the  emergency  room  and 
outpatient  departments  of  the  loccil  Counts'  hospitals  in  Merced  and  Modesto.  Even 
for  the  thirty-five  percent  of  our  patients  v*io  are  covered  by  Medicaid,  options 
for  receiving  care  elsewh^rp  are  extremely  limited.    Most  private  practice  physicians 
rpfiisc  to  accept  Medicaid  beneficiaries,  or  provide  care  only  to  a  miniscule  number 
of  them.    Thus,  vAiile  we  axe  regularly  overwhelmed  with  a  nimber  of  uniriwred 
patients  far  exceeding  our  capacity  to  Ccure  for  than,  you  should  also  be  aware  that, 
in  the  Valley,  as  in  so  many  other  connunities  across  the  nation,  we  face  an  ever- 
increeising  nui±>ex  of  Medicaid  client?  vrfio  see  us  eis  the  only  truly  available  source 
of  care  left  to  them. 
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I  am  proud  cf  the  fact  that,  over  the  18  years  of  our  existence,  MFHC,  as  is  true 
of  CHC's  natJ.or«-/ide,  lias  provided  caiprehensive ,  continuous,  catmunity-based  prin-ary 
health  care  services  to  thousands  of  Valley  residents  who  would  otherwise  have  gone 
without  care  until  they  w?re  r^jriously  ill,  or  would  have  soucdit  sate  form  of 
episodic,  non-continuous  care  fran  cane  other  source.    I  know' that,  tis  a  result  of 
cur  presence  and  our  work,  our  patients  and  the  ccmnunity  as  a  v*iole  is  healthier 
and  more  productive;  and  that  as  a  result  of  our  enphasis  on  prevention,  early 
diagnosis  and  treatanent,  and  health  pranotion,  we  have  saved  thar  -  and  society  as 
toII  -  both  money  and,  more  importantly,  lives. 

But  it  is  difficult,  even  for  a  Migrant  Comiunity  Health  Center  like  mine,  to  serve 
so  many  uninsiarcd  individuals  and  families  despite  tlie  fact  that  we  receive  partial 
federal  support  to  do  so.    I  have  seen  a  dramatic  increase  in  waiting  time  for  nei7 
patients  and  appointments  for  non-acute  care  increased  frcm  a  reaconable  one  month 
period  to  tliree  months. 

In  fact,  the  National  Association  of  Conmunity  Health  Centers  reports  that  one  of 
the  most  serious  challenges  facing  health  centers  today  is  the  ever-increasing 
nOTber  of  people  seeking  services.    New  vreiiting  lists  are  averaging  between  15  arid 
28  percent  cf  the  current  patient  enrollment.    Health  centers  report  a  300  perrrnt 
increase  in  the  number  of  pregnant  wcmen  seeking  care,  thus  placjjig  significant 
pressure  on  their  limited  obstetric  services.    In  rural  areas,  closures  cf  hospitals 
and  physicians'  offices  have  left  entire  communities  in  great  demand  of  health  care 
services.    Between  3.986  and  1987,  rural  centers  had  a  7.8  percent  increase  in  the 
number  of  patients;  of  these,  83  percent  were  uninsured.    And,  vAiile  demand  for 
seririces  has  increased  significantly,  grant  funding  for  centers  has  decreased  over 
time.    Centers  are  operating  at  the  same  level  of  funding  in  1989  as  they  v^ere  in 
1987.    In  fact,  1989  funding  is  25  percent  lower  than  1981  levels  after  iidjustanent 
for  inflation. 

Despite  these  difficulties,  \Aich  might  well  cause  others  to  give  up  or  quit,  or 
perhaps  because  of  them,  I  believe  that  we  have  done  an  outstanding  job  of  meeting 
the  healtli  care  ncedr  of  the  neediest  in  our  catimmity;  and  in  that  I  believe  we 
exenplify  the  mission  and  purpose  of  the  Ccmntiunity  and  Migrant  Health  Center 
programs  fror.  their  very  inception  -  to  reach  cut  and  serve  those  most  in  need 
aitr^rg  us;  to  do  so  with  dignity,  respect  and  attention  to  their  special  needs;  to 
make  access  to  basic  primary  care  possible  for  them;  and  to  maJce  a  fundamental 
change  in  the  way  our  patients  view  health  care. 

Our  e:<pQricnce  has  taught  us  much,  and  vre  have  tried  to  learn  fran  it.    But  one 
inportant  thing  that  it  has  taught  me  is  that  when  you  begin  to  talk  about,  or  to 
consider  options  for  improving  access  to  care  for  people  v*io  are  not  in  the  irain- 
stream  of  health  care  today,  it's  not  enough  to  focus  on  how  the"  bills  will  be 
paid,  or  by  v*ian.    If  you  are  truly  interested  in  iiiprovirig  the  HEALTH  of  these 
populations  -  v*iether  they  be  uninsured,  low-incane,  minority,  non-English 
speakina,  hcmeless,  substance  abusing,  HIV-infected,  or  whatever  -  then  it  is 
iitperative  tliat  you  focus  on  WHERE  they  will  go  for  care,  not  just  on  Oio  v/ill 
pav.    We  need  more  ambulatory  core  providers  -  more  clinics  -,  staffed  with 
qualified  health  professionals,  to  be  access  points  for  tliat  care,  and  to  coordinate 
and  manage  the  patients'  care  through  otlier  prc/iders,  both  specialty  and  inpatient 
services,  as  v;ell.    I  happen  to  think  that  the  Ccinnunity  Health  Centers  can  and 
should  serve  as  the  perfec-t  mode],  for  such  a  system,  and  with  good  reason: 

-  ^ey  have  25  yem-s  of  proven  experience  in  making  healtli  care  accessible  to 
underserved  people  eind  crrmtunities; 

-  They  are  ccimtunity-based,  and  therefore  responsive  to  their  cctrmmities ' 
needs  and  circumstances; 

-  They  are  closely  monitored  for  adherence  to  strict  requiranents  for 
management  and  financial  systems; 

_  Thev  must  meet  rigid  standards  for  quality  assuranre  and  the  qualifications 
of  their  clinical  staffs,  and  for  the  provision  ofijvirtucilly  iitportant 
preventive  and  early  diagnostic  services;  and 

-  Ihey  have  coipiled  an  outstanding  record  for  the  quality  of  the  care  they 
prc^/i.de.    Their  impact  of  the  health  status  of  their  patients  and  tlie  con- 
mnnities  tliey  serve  is  unquestionable.    Their  ability  to  contain  cost*;,  to 
operate  with  a  fixed  budget  and  limited  resources,  and  their  success  in 
substantially  reducing  the  frequency  of  admissions  and  length  of  inpatient 
care  are  well  proven. 

Thank  yoa  for  this  ofportunity  to  testify  on  behalf  of  the  poor  and  uninsured 
patients  cf  the  Iferced  Family  Health  Centers,  Inc. 
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PREPARED  STATEMENT  OF  LINDA  PERRY 


Madan  Chair  and  Ma±»ers  of  the  Task  Force: 

I  wxild  like  to  thank  you  for  coming  to  Stanislaus  County  and  prosrldliig  us  with  the 
opportunity  to  diare  cwr  views  on  the  problene  of  cost  and  access  for  health  care.  I 
have  been  asked  to  testify  regarding  health  care  accessibility  and  federal  funding  needs 
frtm  a  child's  health  care  perspective.    I  will  address  these  Issues  focusli^  on  three 
priority  pqpulatlon  grotps:   pr^jiant  wanen,  Infants  anl  adolescents. 

Pregnant  Vfacen 

Any  discussion  of  children's  health  care  Issues  mist  Include  consideration  of  Issues 
regarding  prenatal  care.   lack  of  adequate  care  during  pregnancy  is  a  primary  factor  con- 
tributing to  prenaturlty,  Iw  blrthwel^t,  birth  defects  and  developnental  delays  and 
disabilities.    Early  and  conprehenslve  prenatal  care  Is  of  major  Isportance  In  the 
prevention  of  these  conditions.   Access  to  prenatal  care  for  low  Income  wamen  is  a  critical 
prcblem  In  Stanislaus  County.    Few  physicians  provrtdlng  obstetrical  services  accq>t 
Medl-Cal  (Medicaid)  and  there  are  few  prenatal  clinics  to  assune  substantial  care  of  IfeU-C&l 
patients.   According  to  a  May,  1990,  Sierra  Foundation  rq>ort,  of  26  Northern  California 
cojnties,  Stardslaus  had  one  of  the  nost  unfavorable  ratios  of  physicians  accq>tlng 
Medl-Cal  to  women  In  the  dilldbearlng  years  who  are  Mail-Cal  eligible,  1  physician  to  1221 
wcmen.   Ihls  Is  an  increase  from  a  ratio  of  1:933  in  1988.   The  problem  is  caqpounded  by 
the  fact  that  most  obstetrical  services  are  centralized  In  the  city  of  Modesto,  the  largest 
urban  area  In  the  county.    Because  over  45%  of  the  births  In  Stanislaus  County  occur  to 
wmen  living  in  less  urban  areas,  a  significant  proportlcr  of  low  income  women  have  to  find 
tranqwrtatlon  to  liie  city  to  receive  prenatal  services.   Due  to  iMs  and  other  factors. 
Including  the  continuing  decrease  of  CB  providers,  the  growing  population  of  wcmen  In  their 
childbearlng  years,  the  Increase  in  nnber  of  wanen  eligible  for  Medl-Cal  and  the  increase 
in  fertility  rates,  this  access  problem  has  become  a  I\i>lic  Health  crisis  in  Stanislaus 
County. 

A  major  solution  to  this  crisis  is  the  establirfment  of  additional  prenatal  clinics, 
especially  in  outlying  areas  t^iere  there  are  few  prcvlders  serving  low  income  wcmen.  Ihls 
decentralization  of  services  would  allow  these  low  InrcmR  wanoi  access  to  care  in  their 
own  camunlty. 

The  State  of  California  has  a  mechanism  for  funding  the  provision  of  services  through  its 
Conprrfiensive  Perinatal  Services  Progran.   Ihls  program  enables  providers  to  give  perinatal 
services,  including  psychosocial,  educational,  nutritional  and  medical  assessments  through 
a  case  management  model.    All  services  are  relnturs^le  through  Medl-Cal.    As  a  CPSP  provider, 
the  Department  of  I\iblic  Health  has  dxwn  that  these  clinics  can  generate  enough  reverue 
throu^  Medl-Cal  to  become  financially  self-sufficient.    However,  the  primary  difficulty 
with  tills  progran  has  been  the  lack  of  money  to  seed  the  establi^ment  of  new  clinics. 
Our  experience  in  the  past  two  years  has  dxjwn  that  with  $100,000  seed  money,  a  clinic  can 
be  establl^ied  and  become  self-sufficient  in  one  year.    Due  to  current  state  and  county 
fiscal  restraints,  however,  funding  for  new  clinics  is  not  available.    Federal  assistance, 
throu^  the  provision  of  seed  money  to  establidi  new  clinics,  could  greatly  reduce  the  perl- 
natal  access  prbblan. 

Children 

Infants  a«l  dilldren  from  low  income  families  experience  problems  similar  to  pregnant  women 
regardii^  access  to  mpdirfll  care.    Because  of  the  difficulty  in  finding  primary  care 
providers  who  accept  Medl-Cal,  many  low  income  families  do  not  have  a  pitysldan  and  seA 
their  care  throu^  energency  rooms.    This  is  not  cost-«ffectlve  nor  does  it  propvide  good 
continilty  of  medical  care. 
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As  wldi  the  access  problan  with  prenatal  vcaen,  decentralization  of  nedical  services  would 
provide  care  to  peqjle  v*iere  they  live.   Ihe  success  of  the  WIC  progran  nndel  has  dwwn 
that  Uien  services  are  easily  available,  people  will  utUize  them  and  their  level  of  health 
will  be  Inproved.   Comnmlty  clinics  need  to  be  established  offerli^  a  variety  of  needed 
services  to  low  Income  families.  Including  WIC,  Medl-Cal  certification,  medical  care, 
dental  care,  weU-child  care  (sudi  as  the  Child  Health  and  Dlsd)lHty  Prevention  Progran) , 
fanlly  plaming  and  conprdiansive  perinatal  services.    If  this  were  acccnplidied,  the 
prcblanB  with  access  and  the  inappropriate  use  of  anergency  rooTB  for  basic  health  care 
would  be  ndnlmized. 

Resoirces  currently  exist  for  reinbursli^  the  majority  of  services  that  would  need  to  be 
offered  throu^  the  comimlty  clinics;  these  inclwle  Mfedi-Cal  revenues  and  fundli^  from 
both  state  and  federal  grants  and  prograns.    Again,  the  major  problem  remains  the  lack 
of  availability  of  seed  money  to  establish  these  clinic  sites. 

Adolescents 

Adolescents  also  ejqwrience  a  variety  of  access  issues  relating  to  medical  care.  Needs 
for  tills  age  gnxp  include  general  health  care,  preventive  health  education  regardii^ 
injuries,  fanlly  planning,  sexually  tranaidtted  diseases,  AIDS  and  substance  abuse;  and 
mental  health  intervention  relating  to  problems  of  emotional  problems  arri  issues  of 
self-esteem.  Here  again,  the  solution  is  the  establidront  of  conminity  clinics  whldi 
are  easily  accessible  and  tAilch  offer  prograns  designed  qjeciflcally  to  meet  the  needs 
of  teens. 

Ihe  group  of  adolescents  with  the  highest  level  of  reed  is  the  pregnant  and  parentli^ 
teen.   Because  of  the  multiple  needs  of  this  group,  the  best  approach  to  service  is  the 
case  managanent  model.    This  is  best  exmpHfled  by  the  Alolescent  Family  Life  Program, 
ai  Innovative  apprcadi  to  case  management  created  and  funded  by  the  State  of  California. 
The  success  of  tMs  progran  has  been  statistically  validated  and  has  been  recognized 
by  the  Anerican  Medical  Association's  A*ard  for  BcceUence  for  intervention  with 
pregnant  teens.   Ihrou^  this  program,  pregnant  and  parenting  adolescents  are  provided 
In-hcme  case  management  for  a  period  up  to  three  years.    Services  focus  on  accessing 
mpdical  care,  education/vocation,  adequate  rutrltion  and  psychosocial  Interventions  sudi 
as  dilld  abuse  prevention  through  parenting  education.   Ikifortunately,  relatively  few 
adolescents  can  be  served  throu^  this  progran:  86  per  year  in  this  County.  Vttth 
proximately  500  births  per  year  and  program  services  extending  ever  a  three  year  period, 
the  possibility  edsts  that  at  aiy  one  time,  vp  to  l,500_you)g  women  way  be  in  need  of 
service.   One  option  for  increasing  the  njiijers  of  teens  who  could  receive  this 
type  of  care  would  be  to  make  AFIP-type  case  management  services  reinbursable  duxugji 
Medl-Cal.   This  option  is  currently  being  explored  by  tlie  California  Dqjartment  of 
Healdi  Services  and  will  require  federal  suj^rt  in  order  to  be  inplemented. 

Related  Issues 

Althougji  access  to  health  care  is  the  major  issue  for  all  of  these  age  groups,  other 
issues  are  also  of  great  concern.    The  existence  of  services  does  not  assure  in  itself  that 
care  will  be  obtained. 

PlAllc  outreach  and  education  focused  on  the  need  for  health  care  and  its  availability  is 
essential.   Education  is  also  the  k^  to  the  prevention  of  health  problems  before  tliey  occur. 
The  availability  of  a  2^-hour  p»±>lic  tran^xntation  system  is  necessary  in  order  for  all 
In^income  people  to  be  able  to  obtain  services  \Jhen  they  need  than. 

As  with  other  areas  thnx^ihout  the  country,  Stanislaus  County  is  experiencing  an  increasingly 
severe  problem  with  8ii)Stance  using  pr^pant  women  and  their  drug-exposed  infants.   There  are 
not  enough  treadnent  ptograus  to  assist  these  women  in  overcoming  their  diemical  dependency 
so  that  tiiey  nay  provide  {pproprlate  parenting  and  child  care.    To  coipaund  the  problem, 
there  are  not  enoi^  resources  throi^  Ribllc  Health  and  other  agencies  to  provide  the 
in-home  assessment  a«l  Intervention  needed  for  infants  up  to  age  three  who  were  aibstance 
exposed  prior  to  birth.    It  is  essential  for  these  infants  to  receive  medical  and  develop- 
nental  assesanents  on  a  regular  basis  in  order  to  identify  related  prcblems  and  provide 
early  Intervention.   This  early  intervention  Insures  the  best  possible  outcomes  for  these 
infants.   Because  of  the  tragpitude  of  the  drug  problem,  it  is  essential  that  the  federal 
govemnent  assirae  a  leaderrfiip  role  airi  work  to  assure  tiiat  prevention  and  intervention 
services  are  funded. 
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Sunnary 

As  vith  other  areas  of  urban  and  agricultural  mix,  Stoilslaus  Ckunty  e;q)erlences  a  signlflcent 
prcblem  with  access  to  health  care.   This  greatly  Infvyts  the  ability  of  pregnant  wonen. 
Infants,  dilldren  and  adolescents  to  obtain  iqjproprlate  health  services.   Altho»j|gih  we  are 
strlvliig  to  maximize  the  use  of  available  resources,  g£^  In  sendee  still  eidst.    In  order 
to  meet  these  needs.  It  Is  essential  tiiat  the  paiUierddp  between  the  federal  goverment 
and  local  agencies  be  e;q>anded. 
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PREPARED  STATEMENT  OF  ANNA  C.  HUESCA 


Madan  Chair  and  Menbers  of  the  Tadt  Force: 
It  is  a  great  honor  to  be  here  tod^. 

I  would  like  to  begin  by  saying  a  little  bit  about  inyself .    I  vas  14  years  old  and  in  the 
nlntJi  grade  v^ien  I  gpt  married.    It  was  very  difficult  for  me  to  go  to  school.    Becaise  of 
being  so  young  and  married,  people  tended  to  look  at  me  differently,  especially  other 
teenagers  at  school.    Then  to  make  things  even  more  difficult,  I  got  pr^pant  before  I 
turned  15  years  old.    This  was  really  hard,  since  no  one  would  hire  me  because  I  was 
a  minor  and  I  didn't  have  any  ddlls.    So  I  had  no  alternative  but  to  go  to  "AFDC?'. 
Ihls  really  hurt  me  at  first  because,  even  thou^  I  an  poor,  I  have  pride.    Now  I  look 
back  and  I  an  so  thankful  I  went  there,  becaise  it  was  throu^  than  that  I  found  out 
about  the  Teen  Prenatal  Olnlc  (IPC).   This  clinic  really  helped  me  because  It  did  not 
nake  me  feel  intimidated.   The  reason  for  that  is  that  other  girls  ny  age  were  there.  The 
IPC  referred  me  to  WIC  and  that  was  a  really  great  help,  because  it  really  gave  me 
part  of  the  nutrition  that  I  needed  to  have  a  healthy  pregnancy.    I  think  that  the  WIC  is  an 
educational  progran  because  it  teaches  us  how  to  eat  healthy  and  how  to  take  care  of  our^ 
selves  so  that  we  could  have  a  normal,  healthy  baby.    I  think  that  if  I  would  have  gone  to 
a  regular  doctor  Instead  of  die  Teen  Prenatal  Clinic,  I  probably  would  have  not  attended 
the  appointments  so  often.    It  was  the  IPC  who  referred  me  to  the  Adolescent  Fanlly  Life 
(AFIP)  Progran.    I  can't  be  thankful  enough  to  this  progran  because  it  helped  me  to  have 
a  hl^Jier  self-esteem  and  to  believe  in  nyself .    It  also  helped  me  to  acconpll*  part  of 
my  goals.    It  was  this  progran  that  introduced  me  to  Indepeident  Studies  and  throq^ 
Independent  Studies  I  was  able  to  go  to  school  and  grakiate. 

If  the  AFIP  would  not  have  told  re  about  Independent  Studies,  1  think  that  all  ny  dreans 
would  have  been  diattered.    I  have  three  goals,    ftie  was  to  graduate.   Thanks  to 
Independent  Studies  and  the  AFIP  Program,  I  was  able  to  do  that,   lif  second  goal  is  to 
be  a  medical  assistant  and  I  will  accoiplldi  that  in  four  more  moiths.   >fy  third  goal  is 
to  be  a  doctor.    1  already  registered  to  start  in  the  spring  semester  at  Modesto  Junior 
College.    I  want  to  thank  the  govemnent  for  giving  grants  and  student  loans,  becaise  it  is 
with  these  grants  and  loans  that  people  like  me  could  acconplisb  their  goals. 

There  is  one  thii^  I  afcdre  about  the  AFIP  Progran  and  that  is  their  workers.    For  exaiple, 
my  worker,  Rochelle  Olson.    She  makes  me  feel  Uke  she  really  cares  and  die's  not  there 
just  becaise  it  is  her  job.    She  proved  that,  because  she  went  to  ny  graAjatlon  and  Ehe 
didn't  have  to  do  that.    That  is  why  I  believe  that  this  program  should  be  available  to 
nnre  teenagers  so  that  they  can  be  helped  the  sane        I  was  helped. 

Finally,  at  age  15,  I  had  ny  baby  girl.    It  was  then  that  the  AFIP  referred  me  to  the 
Nurturing  Progran.    I  really  liked  this  progran  because  I  was  able  to  talk  Oxut  my 
problaiB  and  I  was  Ale  to  listen  to  other  people's  problans.    That  made  me  realize  ny 
problenB  were  not  so  bad.   Another  thing  that  I  liked  about  the  class  was  the  way  the 
staff  took  care  of  our  kids.    Sometimes  the  kids  wcwld  be  crying  and  screaming.    I  really 
aAnlred  the  vay  the  workers  hairiled  it.    Becaise  they  were  so  patient  and  caring.  It 
node  me  want  to  be  the  sane  way. 

After  ny  baby  was  bom,  I  started  to  have  many  prcblons  because  only  a  few  dcctors  would 
accept  ffedl-Cal.    In  other  places,  doctors  charge  for  Medl-Cal.   Ox  thing  that  I  have 
hal  a  problan  with  is  that  hardly  any  dentists  accept  Medl-Cal.   The  worst  problem  I 
have  is  that  1  don't  drive  and  it  is  very  difficult  for  me.    If  ny  baby  waild  get  sick, 
or  if  I  would  have  aiy  type  of  anergpncy  after  6:00  o'clock,  it  wuld  be  hard  for  me  to 
get  transportation  because  that  is  the  time  the  buses  stq). 

I  would  Hke  to  conclude  by  saying  that  I  ml^ht  just  change  ny  last  goal  and  becone  ai 
AFIP  worker  so  that  I  could  help  other  girls  like  I  was  helped. 

I  will  aid  by  sayii^  "IWyK  YOU"  to  this  wonderful  country  for  Its  beaitlful  programs 
because,  otherwise,  teenagers  like  ne  would  be  forgotten. 


Thank  you. 
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PREPARED  STATEMENT  OF  BARBARA  ROSS 


In  preparing  thi;?  te.stlmnny  in  addition  to  my  own  agency';? 
personnel,  T  have  contacted  th»»  fniiowtng  agencies  for  information; 

-  Stanisla'iK  County  Area  Agency  on  Aging 

-  Stanislaus  County  Publir-  Health  Department 

-  Stanislaus  County  Alzheimer's  Disease  and  Related  Disorders 
Organization 

-  Visiting  Nurses  Association  Home  Health  Agency 

-  Professional  Reliable  Nursing  HOme  Health  Agency 

-  California  Rural  Legal  Assistance 

-  Salvation  Army  Senior  Services 

-  Stanislaus  County  Commission  on  Aging 


Stanislaus  County  has  an  estimated  population  of  ■?6'^,nnn.  of 
that  population,  57,000  are  seniors  over  60  years  and  17,R00  are 
75  years  or  older.  Approximately  8,000  seniors  are  SSI  recipients. 
The  County  has  a  large  city,  Modesto,  and  a  large  outlying  rural 
area. 

In  dealing  with  seniors,  especially  low  Income  seniors,  it  is 
important  to  remember  that  all  issu*»s  are  interrelated.  For 
example,  if  a  senior  is  experiencing  health  problems,  they  can  be 
compounded  by  that  person's  living  situation,  income  level,  and 
ability  to  speak  English.  If  the  senior  is  a  non-English  speaking 
poor  woman,  living  alone  in  an  outlying  rural  area,  her  ability  to 
reach  appropj^iate  medical  care  can  be  severely  limited. 

For  anyone  working  with  seniors,  the  same  issues  surface  again 
and  again.     I  would   like  to  summarize  these   for  you. 

1 .  Physicians 

Physicians  in  .Stanislaus  County  are  not  accepting  new  Hedl- 
Cal  patient^s.  The  billing  process  is  complex  and  ti  me-'^onsuming . 
Reimbursement  is  slo^w.  Physicians  express  that  it  is  not  worth 
their  time. 

Other  specialties,  such  as  dental  work  and  podiatry,  suffer 
as  well.  New  physicians  only  accept  lledi-Cal  until  their  practice 
is  full. 


2 .       Eligibility  and  Supplemental  Coverage 

We  continually  come  in  contact  with  seniors  who  are  ineligible 
for  Hedl-Cal  due  to  income  or  property;  many  of  these  people  have 
a  share  of  cost  eligibility  which  does  not  help  them  on  a  day  to 
day  basis.  At  just  abov»»  SST  level,  this  group  of  people  cannot 
afford  supplemental  polirips.  Also  ;»ffpr:rpd  are  people  below 
benefit  level  who  have  some  insignificant  property  which  they  are 
unable  to  liquidate.  For  example,  a  person  in  a  wheelchair  in 
Modesto  has  difficulty  selling  a  small  trailer  in  Arkansas  left  to 
them  by  a  family  member.  When  basic  choices  need  to  be  made, 
housing  and  food  come  first;  medical  care  is  often  neglected.  It 
is  not  unusual  for  an  elderly  person  to  return  home  from  a  doctor's 
office  and  throw  a  prescription  av;ay;  they  are  to  embarrassed  to 
tell  the  doctor  that  they  can't  afford  to  get  it  filled. 
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3.  Reimbursement 

There  are  mriny  sprvic*»?;  vit.^l  to  kp«»p1ng  peoplp  at  hom*>  whlvh 
are  not  reimburstert  by  IVrlirvTre.  Sp<?r  j|  f  i  r  a  n  y ,  it  Hops  not  pay  for 
home  health  care  which  Is  consiHerpd  "cvistoflial"  .  It  does  not  pay 
for  durable  m*»f11ca1  eqnipmpnt  for  bathroom  appli^ncs.  Tt  dops  not 
pay  for  medications.  M«»<lic;ire  is  currently  paying  about  47*.  of  an 
elderly  person's  medlrsl  bills.  This  mak<=>s  snpplAmental  pollcips 
a  necessity.  However,  most  supplemental  policies  pay  for  the 
portion  left  when  Hedlcarp  pays;  they  do  not  pay  for  items  or 
services  denied  by  Medlr^tre.  The  complexity  of  the  billing  process 
presents  a  severe  hardship  to  clients  at  a  time  of  stress  and 
illness  when  they  are  least  able  to  cope. 

Tt  Is  not  nnnsvial  for  vendors  to  bill  clients  directly  for 
payment;  as  I  have  stated,  the  hilling  process  is  complex,  payments 
are  extremely  slow.  A  local  CRLA  attorney  shared  with  me  that  she 
has  seniors  coming  in  every  v;<;f»k  who  have  Medicare/Medi -Cal  or 
supplemental  insurance  but  ar«»  still  being  pursued  by  vendors  for 
payment . 

Medicare  does  not  pay  for  convalescent  care;  this  rr*»atP5  a 
situation  wher*>  ppoplp  must  .tippnd  a  h*>a1thy  portion  of  their  1  i  f p 
savings  on  medical  c^^re  before  becoming  eligible   for  Hedi-Cal. 

4 .  Accessibility  of  Services 

Medical  services,  and  specialized  services  in  particular,  are 
centrally  located  In  Modesto.  .*ienlors  live  everywhere  in  the 
county.  Including  outlying  rural  areas.  We  have  a  tremendous 
problem  In  Stanislaus  County  in  getting  medical  services  to 
clients,  and  clients  to  medical  sprvlces.  The  Publirr  Health 
Department  operates  a  .'Senior  Preventive  Health  Care  Program  which 
provides  outreach,  education  and  health  clinics.  The  program 
serves  700  seniors  per  year.  Reaching  outlying  areas  becomes  more 
and  more  difficult  as  funding  diminishes.  At  the  same  time, 
transportation  for  seniors,  especially  frail  seniors,  is  extremely 
limited.  The  area  on  our  county's  western  border  is  20  to  25  miles  — 
away  from  Modesto,  For  an  elderly  person  in  that  area  -t.o  reach 
health  services  In  Modesto,  there  is  a  bus  once  a  week.  For  people 
who  are  unable  to  take  the  bus,  there  is  no  alternative.  For  an 
elderly  person  with  a  walker,  a  bus  stop  two  blocks  away  might  as 
v;ell  be  200  miles  away  -  it.  is  inaccessible.  F.ven  within  Modesto, 
for  frail  elderly,  the  only  method  of  transportation  is  a  taxi  or 
an  ambucab.  Our  local  service  for  the  elderly  has  waits  of  up  to 
90  minutes  at  both  ends  of  the  ride,  and  a  long  ride  with  many 
"stops"  for  passengers.  The  frail  elderly  cannot  tolerate  the 
process . 

5 .  Funding 

Stanislaus  County,  and  other  smaller  valley  and  mountain 
counties,  are  at  a  disadvantage  in  applying  for  grants.  Our  county 
is  considered  "urban"  for  funding  purpos«»s  and  therefore  ineligible 
for  "rural"  mon*»y,  even  thovigh  we  have  many  of  the  problems  of  a 
rural  county.  Programs  and  funding  are  clustered  in  the  large 
metropolitan  areas  and  seldom  r*»ach  the  valley.  We  do  not  have  the 
large  non-profit  corporations  and  agencies  which  specialize  in 
grant  writing.  Now  and  then  a  decision  is  made  by  a  funding  source 
to  "ear  mark"  a  valley  or  mountain  site  for  a  program,  which  leads 
to  many  needy  areas  competing  for  one  site  selection.  When  we  are 
able  to  write  grants  to  compete  for  programs,  it  is  a  grassroots 
effort  of  concerned  people  who  share  their  time,  energy  and  efforts 
to  bring  a  needed  service  to  the  county.  When  we  are  awarded  a 
grant,  it  is  often  a  "drop  in  the  bucket"  as  far  as  filling  a  need 
in  concerned.  For  example,  we  were  finally  able  to  receive  a  grant 
for  a  Valley  Regional  Resource  Center  for  Brain  Impaired  Adults 
through  the  State  Department  of  Mental  Health.  Our  regional 
resource  center  covers  nine  counties  -  approximately  7,200  square 
miles.     In  Modesto  we  have  on«»  staff  person  to  cover  a  four  county 
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areA.  When  resources  for  respite  wer*>  dlviderl  nver  this  gigsntjr 
area,  the  awonnt  for  StanislaMs  was  so  minimal  as  to  bp  non- 
existent. The  waiting  list  for  this  program  grows  rlaily.  Wo  have 
one  Arlvilt  Pay  Health  Care  Center,  serving  approximately  ?n,  and  one 
Alzheimer's  Day  Care  Center,  serving  ?n .  There  are  no  other 
daycare  centers.  Funded  respite  in  thp  area  is  limited  to  a 
handful  of  slots. 

On  the  positive  side,  the  progr;^ms  currently  in  operation  are 
pxtvem*»ly  valuable  i=ind  n*»pd  to  rnntlnnp.  Thp  Mental  Hoalth  Oldpr 
Adult  Program  make,"?  a  l^rge  cnntribuMon  to  t.hp  senior  community, 
both  in  direct  service  and  in  consultation  and  education.  Public 
Health  makes  a  real  effort  to  provide  prpvpntive  health  care  and 
education.  Title  ITT  fundpd  programs  provide  meals,  information 
and  referral  and  ombudsman  services.  The  In  Home  .Supportive 
Services  Program  serves  2,700  people  within  the  county.  The 
Multipurpose  Senior  Services  Program  serves  200  frail  elderly.  All 
of  these  program.?  are  providing  necessary  service  and  nppd  to  be 
funded  at  levels  which   Insure   thpir  rontinupd  p f f ect t vpnpss . 

It  is  very  important  that  v;hile  yon  are  looking  at  health  care 
needs  you  remember  that  all  needs  of  the  elderly  are  interrelated. 
If  in-home  services,  nutrition  programs,  transportation,  mental 
health,  preventive  health,  housing  and  other  vital  services  are  not 
continued  and  augmented  at  the  same  time,  costs  of  health  related 
services  will  continue  to  rise. 

In  summary,   primary  health  care  needs  are: 

1 .  Physicians ; 

2.  Preventive  health  programs,  outreach  and  education  in  the 
areas  where  seniors  live; 

3.  Expansion  of  in-home  service  options; 

4.  Health  Insurance  covprage  which  is  responsive  to  need!?; 

5.  Simplification  of  the  approval  and  billing  process,- 
ft.  Transportation; 

7.     Programs  for  special  need.s  groups  such  as  Alzheimer's  or 
stroke^  day  care,    respite,   counseling,    and  case 
management . 
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PREPARED  STATEMENT  OF  DR.  DENNIS  HOBBY 


Madam  Chairman  and  members,  my  name  is  Dennis  Hobby,  and  I  am  a  practicing  dentist 
here  in  Modesto.  I  am  a  member  of  the  American  Dental  Association,  the  California 
Dental  Association  and  the  Stanislaus  Dental  Society.  I  am  also  the  chairman  of  the  Dental 
Advisory  Committee  of  Scenic  General  Hospital,  which  is  our  county  facility.  In  that 
capacity,  I  have  volunteered  time  over  the  past  three  and  a  half  years  in  what  I  am  happy 
to  say  has  been  a  successful  attempt  to  establish  a  county  dental  clinic. 

When  I  began  my  practice  five  years  ago,  I  anticipated  that  there  would  be  a  place  in  my 
practice  for  all  types  of  patients  and  reimbursement  schemes.  However,  for  reasons  I  will 
go  into  momentarily,  I  was  unable  to  accept  Denti-Cal  patients.  Therefore,  I  saw,  and 
continue  to  see  some  patients  on  a  charity  basis:  so  my  remarks  today  are  from  the 
perspective  of  a  practitioner  who,  while  not  dealing  with  the  Denti-Cal  system  per  se, 
nonetheless  observes  the  continuing  problem  of  how  poor  patients,  including  those  with 
Denti-Cal  coverage,  obtain  care. 

Five  years  ago,  I  perceived  that  the  Denti-Cal  program  was  in  crisis.  There  were^dentists 
in  the  Modesto  area  who  accepted  Denti-Cal  patients  and,  while  they  may  have  complained 
about  marginal  reimbursement,  seemed  to  be  content  in  doing  so.  As  a  new  practitioner, 
however,  with  all  the  start-up  costs  associated  with  equipment  purchase,  repayment  of 
student  loans,  etc.,  and  overhead  of  approximately  80%,  I  could  not  see  a  place  in  my 
practice  for  patients  for  whom  reimbursement  would  mean  a  loss  for  every  service  rendered. 
I  therefore  never  accepted  Denti-Cal  patients. 

Over  the  intervening  five  years,  the  situation  has  worsened  and  my  perception  of  a  crisis  in 
the  Denti-Cal  program  has  grown  more  profound.  Very  few  dentists,  and  almost  no 
pediatric  dentists,  will  now  accept  new  Denti-Cal  patients.  A  report  recently  published  by^ 
the  California  Policy  Seminar  stated  that  statewide,  fewer  than  one  in  six  general  practice 
dentists  will  accept  new  Medi-Cal  patients,  and  that  many  rural  counties  have  no  dentist  who 
will  accept  new  patients.  In  Stanislaus  County,  we  currently  have  only  six  dentists  willing 
to  accept  new  patients,  with  an  eligible  population  of  close  to  60,000. 

In  a  state  where  only  17%  of  the  population  drinks  optimally  fluoridated  water,  early  access 
to  dental  treatment,  particularly  preventive  treatment,  is  especially  inportant.  The  dental 
profession  takes  pride  in  its  longstanding  policy  of  stressing  home  care,  regular  checkups  and 
cleanings,  and  fluoride  treatments.  The  existing  Denti-Cal  program  ir~ores  those  maxims 
in  its  criteria  for  care  and  instead  seems  to  adopt  an  attitude  that  discourages  treatment  by 
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ethical  practitioners  while  promoting  the  wholesale  rendering  of  services  by  providers  willing 
to  look  for  the  loopholes  in  the  system. 

Specific  problems  with  Denti-Cal  are: 

1.  Fees  cover  only  two  thirds  of  the  dentist's  overhead  costs,  meaning  a  financial  loss 
for  every  service  rendered.  (Average  dental  overhead  is  in  the  65-80%  range.) 

2.  An  inadequate  scope  of  benefits  which  does  not  allow  ethical  practitioners  to  provide 
comprehensive,  cost-effective  care  with  an  emphasis  on  prevention  of  disease. 

3.  An  administratively  complex  claims  processing  system  which  denies  one  claim  in 
every  thirteen.  This  system  requires  excessive  x-rays,  burdensome  written 
documentation  for  routine  services,  and  additional  postage  on  an  oversized  envelope. 

The  Policy  Seminar's  report  cites  these  problems  as  reasons  why  Denti-Cal  fails  to  meet 
federal  medicaid  requirements  for  adequate  provider  compensation  and  patient  access  to 
care. 

I  realize  your  mission  at  this  hearing  is  not  entirely  to  focus  on  problems  of  medicaid 
recipients,  but  before  moving  on,  I  feel  compelled  to  publicly  state  my  belief  that  the  current 
Denti-Cal  program  cannot  be  "fixed"  by  continuing  to  tinker  with  it  as  has  happened  in  the 
past  several  years.  Tinkering  has  brought  about  a  completely  failed  system  that  should  be 
scrapped.  In  its  place,  I  would  hope  to  see  a  reasonable,  cost-effective  program  that  has  the 
patient's  welfare  -  not  the  government's  pocketbook  -  in  mind.  And  I  believe  that  can  be 
accomplished  within  the  confines  of  a  limited  budget.  In  fact,  that  is  our  goal  at  the  Scenic 
General  Clinic:  a  cooperative  effort  between  the  profession  and  government.  This  will 
complement  what  our  dental  society  has  done  through  its  Mid-Valley  Dental  Foundation, 
which  annually  donates  $60,000  worth  of  care  to  needy  children.  (I  have  attached  to  this 
written  testimony  the  executive  summary  of  the  Policy  Seminar's_report,  for  your 
information). 

Now,  let  me  touch  briefly  on  the  dental  aspects  of  health  care  as  a  whole.  The  economics 
of  dentistry  are  different  from  those  of  medical  and  hospital  services,  a  distinction  few 
policymakers  recognize.  One  significant  difference  is  in  cost:  dental  care  has  not  risen  in 
cost  at  the  rate  medical  care  has;  in  fact,  in  the  past  15  years,  it  has  generally  stayed  below 
the  CPI.  Another  equally  important  distinction  is  the  nature  of  dental  disease:  it  is 
preventable  and,  unlike  some  medical  conditions,  it  will  not  heal  itself  without  therapeutic 
intervention,  which  makes  early  diagnosis  and  treatment  imperative  and  cost-effective.  The 
need  for  dental  care  is  universal  and  on-going,  not  episodic,  and  that  need  is  highly 
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predictable.  Patient  cooperation  and  self-care  are  critical  to  successful  dental  care.  These 
factors  are  essential  when  considering  how  to  pay  for  universal  dental  care. 

The  delivery  system  in  California  is  a  good  one,  resulting  in  the  highest  standard  of  dental 
care  in  the  world.  Unfortunately,  that  standard  of  care  is  not  uniformly  accessible  to  the 
poor  and  those  in  long-term  care  facilities.  I  am  proud  to  represent  a  group  of  caring 
professionals  who  willingly  volunteer  their  time  in  schools  and  clinics,  as  I  do,  and  who  stand 
ready  at  all  times  to  meet  the  challenge  of  changing  our  system.  The  burden  of  unmet  need, 
however,  is  too  heavy  to  be  met  entirely  by  the  profession  without  assistance.  We  believe 
dental  and  medical  care  for  the  poor  is  a  societal,  community  problem  best  addressed  by 
cooperative  efforts  of  the  private  sector  and  government. 
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Access  to  dental  services  is  important  for  the  emergency  treatment  of  pain 
and  infection,  the  detection  and  diagnosis  of  oral  diseases,  the  restoration  of 
oral  health,  and  the  provision  of  preventive  services.  Regular  check-ups, 
cleanings,  sealants,  and  fluoride  treatments  can  prevent  the  majority  of  oral 
health  problems.  These  preventive  treatments  make  it  possibiS  for  young  people 
today  to  grow  up  with  fewer  serious  oral  health  problems. 

However,  access  to  dental  services  may  not  be  available  for  many  Medi-Cal 
eligible  children  and  adults.  Access  to  dental  services  for  the  poor  is  particularly 
important  in  California  where  only  17  percent  of  the  residents  live  in  areas  with 
optimally  fluoridated  drinking  water.  In  1S>8S,  the  Special  Committee  on 
Medi-Cal  Oversight  of  the  California  Legislature  heard  testimony  indicating 
that  access  to  dental  services  for  Medi-Cal  recipients  was  inadequate  due  to 
declining  participation  by  dentists  in  Medi-Cal.  However,  the  degree  of  dentists' 
participation  in  Medi-Cal  was  unknown. 

The  four  primary  objectives  of  this  study  were  to: 

1.  E)etermine  the  accessibility  of  dental  services  for  Medi-Cal  recipients. 

2.  E>etermine  how  Medi-Cal  dental  fee  schedules  compare  with  fee  schedules 
for  private  dental  practitioners. 

3.  Evaluate  the  perceptions  of  dentists  toward  Medi-Cal  patients  and  toward 
the  Medi-Cal  program. 

4.  Evaluate  the  Medi-Cal  dental  referral  program's  ability  to  increase  access 
to  care. 

Access  to  Medi-Cal  dental  services  was  measured  in  two  ways.  The  Hrst 
method  was  to  determine  the  number  of  dentists  who  would  accept  new 
Medi-Cal  patients.  Dentists'  participation  was  determined  when  research 
assistants  called  demists  as  proxy  Medi-Cal  patienU  for  a  check-up  appointment. 
The  second  measure  of  access  was  the  amount  of  time  these  proxy  Mcdi-Cal 


153 


patients  had  to  wait  for  a  check-up  appointment 
compared  with  a  patient  with  private  dental  in- 
surance. To  prevent  any  financial  loss,  appointments 
made  by  the  proxy  Medi-Cal  patients  were  canceled 
within  two  working  days  of  the  time  of  the  call. 

The  fees  paid  by  Mcdi-Cal  were  reviewed  by 
comparing  Medi-Cal  reimbursement  with  fee  sche- 
dules obtained  from  general  practitioners,  pediatric 
dentists,  and  a  health  maintenance  organization 
(HMO).  The  dentists'  perceptions  of  Medi-Cal 
patients  and  of  the  Medi-Cal  program  were  de- 
termined using  telephone  interviews  with  a  systemat- 
ically subsampled  group  of  the  dentists  who  did  and 
did  not  accept  new  proxy  Medi-Cal  patients. 

The  Medi-Cal  dental  referral  program  provides  a 
toll-free  phone  number  established  by  the  Medi-Cal 
program  to  allow  patienU  to  call  and  receive  the 
name  of  a  dentist  in  their  area  who  accepts  new 
Medi-Cal  patients.  Proxy  Mcdi-Cal  patients  were  used 
to  determine  the  availability  of  providers  in  all  the 
counties  in  the  state,  how  up  to  date  the  information 
provided  by  the  referral  program  was,  and  how 
successful  the  program  was  in  placing  Medi-Cal 
patients. 

MAJOR  FINDINGS 

1.  Access  to  dental  services  for  Medi-Cal 
recipients  is  very  limited. 

a.  Only  an  estimated  16  percent  of  all  general 
practice  and  pediatric  dentists  in  California  accept 
children  as  new  Medi-Cal  patienU,  and  only  15 
percent  of  all  general  practice  dentisu  accept  adults 
as  new  Medi-Cal  patients.  Both  rural  and  urban  areas 
have  low  provider  participation,  and  many  rural 
Medi-Cal  patients  have  to  travel  a  considerable 
distance  because  some  rural  counties  do  not  have  a 
single  dentist  who  will  accept  them. 

b.  Access  to  Medi-Cal  dental  services  was  fur- 
ther limited  by  the  fact  that  Medi-Cal  patients  had  to 
wait  almost  40  percent  longer,  on  average,  for  their 
first  appointments  than  patients  with  private  in- 
surance. The  longer  a  patient  has  to  wait  prior  to  an 


appointment,  the  greater  the  likelihood  that  the 
appointment  will  be  missed. 

c.  Access  to  care  is  also  limited  by  dentists' 
criteria  regarding  the  type  of  Medi-Cal  patients  they 
will  accept.  Four  out  of  10  dentists  interviewed 
qualincd  their  acceptance  of  new  Medi-Cal  patients 
to  only  certain  types,  such  as  those  with  emergency 
or  denture  needs. 

d.  The  low  number  of  providers  participating  in 
the  Medi-Cal  dental  program  has  reduced  access  to 
dental  care  for  children  through  the  Child  Health  and 
Disability  Prevention  (CHDP)  program.  All  Medi-Cal 
eligible  children  over  the  age  of  three  and 
non-Medi-Cal  eligible  children  under  age  19  from 
families  with  incomes  up  to  twice  the  poverty  level 
are  required  to  be  referred  annually  to  a  dentist. 
Many  local  CHDP  programs  are  having  difnculty 
identifying  dentists  in  their  area  who  will  accept 
eligible  children  for  referral. 

2.  Medi-Cal  fee  schedules  are  considerably  lower 
than  those  for  private  practitioners. 

Medi-Cal  fees  were  compared  with  fee  schedules 
from  general  practitioners,  pediatric  dentists,  and  an 
HMO  in  California.  On  average,  Medi-Cal  pays  less 
than  half  the  fees  established  by  the  general  prac- 
titioners and  the  HMO.  In  addition,  Medi-Cal  fees 
were  estimated  to  pay  only  about  two-thirds  of  the 
dentists'  overhead  costs.  Thus,  many  dentists  lose 
money  when  they  provide  services  to  Medi-Cal  dental 
patients. 

3.  Dentist  had  several  concerns  about  Medi-Cal 
patients  and  about  the  Medi-Cal  program. 

a.  Although  fewer  than  one  in  six  dentists  ac- 
cepted new  Medi-Cal  patients,  the  majority  of  den- 
tists interviewed  indicated  that  they  felt  Medi-Cal  was 
important  for  poor  patients'  access  to  dental  care  and 
that  they  would  not  be  able  to  receive  dental  services 
without  the  Medi-Cal  program. 

b.  Many  dentisu  believe  that  the  Medi-Cal  pro- 
gram does  not  allovv  them  to  provide  comprehensive 
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care.  They  cite  the  lack  of  reimbursement  for  a 
second  cleaning  or  for  the  use  of  sealants,  a  clear 
plastic  coating  placed  on  the  biting  surface  of  chil- 
dren's back  molars.  The  plastic  fills  in  the  deep 
grooves,  protecting  the  teeth  from  cavities,  which  can 
begin  in  the  grooves  where  it  is  difficult  to  clean. 

c  Low  reimbursable  fees  were  the  most 
important  problem  reported  by  98  percent  of  the 
dentists  -surveyed,  with  little  difference  between 
dentists  who  accepted  new  prcay  Medi-Cal  patients 
and  those  who  did  not. 

d.  Dentists  perceive  the  Medi-Cal  dental 
program  as  administratively  complex.  A  combination 
of  problems  such  as  denial  of  payment,  complicated 
paperwork,  and  the  need  to  obtain  prior  approval  for 
many  routine  services  was  seen  as  very  important  in 
determining  dentists'  participation  in  the  program.  Al- 
though Medi-Cal  has  made  some  effort  recently  to 
^  make  the  program  less  complicated,  5uch  as  eliminat- 
ing the  need  to  receive  prior  authorization  before 
treating  children  for  routine  procedures,  the  percep- 
tion among  the  dentists^urTCyed*was-'that  Medi-Cal 
was  still  a  complicated  program. 

4.  The  Medi-Cal  dental  referral  program  was 
found  to  have  limited  success  in  increasing  access  to 
care. 

This  referral  program  was  effective  in  identifying 
dentists  accepting  new  Medi-Cal  patients  in  only  30 
of  the  state's  58  counties.  In  the  other  28  counties, 
proxy  patients  were  unable  to  receive  an  appointment 
as  a  new  Medi-Cal  patient  through  the  referral  pro- 
gram. The  low  number  of  providers  currently  par- 
ticipating in  the  program,  even  in  the  30  counties, 
also  limits  the  success  of  the  program.  There  are  only 
1,800  dentists  in  the  referral  network  to  serve  all  the 
new  requests  from  the  approximately  3  million  Medi- 
Cal  eligibles  in  California;  if  the  level  of  knowledge 
among  Medi-Cal  recipients  of  the  existence  of  the 
referral  program  was  increased,  these  proportionately 
few  dentists  in  the  referral  program  could  be  over- 
whelmed with  requests,  and  they  might  then  leave  the 
program. 


Conclusion:  Access  to  dental  care  for  Medi-Cal 
recipients  fails  to  meet  minimum  federal  standards 
for  both  participation  of  dentists  and  the  level  of 
fees  paid  in  Medi-Cal. 

The  findings  of  this  study  indicate  that  with  ap- 
proximately 16  percent  of  the  dentists  in  California 
accepting  new  Medi-Cal  patients,  the  program  is  well 
below  the  minimum  federal  regulations  for  provider 
participation.  The  Medi-Cal  fee  schedules,  estimated 
atiess  than  half  of  the  usual  and  customary  fees  in 
California,  are  also  below  federal  standards.  The  low 
fees  are  not  consistent  with  the  prevailing  community 
fee  structures  and  discourage  providers  from  par- 
ticipating in  the  program,  thus  reducing  access  to 
dental  services. 

Federal  regulations  indicate  that  at  least  two-thirds 
of  the  providers  in  a  state  should  be  participating  in 
the  Medi-Cal  program.  The  regulations  were 
strengthened  in  the  federal  Omnibus  Budget  Recon- 
ciliation Act  of  1989,  which  states  that  fees  should  be 
set  to  encourage  enough  dentisu  to  participate  so 
that  Medi-Cal  recipients  have  the  same  access  to 
dental  services  as  persons  with  private  insurance 
coverage  in  their  same  geographic  area. 

RECOMMENDATIONS 

To  approach  the  federal  standards  for  access  to 
care,  the  Medi-Cal  dental  program  will  need  to 
attract  a  significant  number  of  new  dentists  to  the 
program. 

Based  on  information  from  intervievw  with  both 
dentists  who  do  and  do  not  participate  in  Medi-Cal, 
the  authors  offer  the  following  recommendations  for 
the  Medi-Cal  dental  program: 

1.  Significantly  increase  reimbursable  fees  to  a 
level  above  overhead  costs. 

Most  dentists  realize  that  Medi-Cal  will  not  be  able 
to  pay  their  usual  fees.  However,  if  the  program  is 
going  to  attract  a  significant  number  of  new  dentisLs 
who  can  provide  quality  care,  a  substantial  fee  in- 
crease is  needed.  If  it  is  not  large  enough,  it  will  sim- 
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ply  add  to  the  incomes  of  currently  participating 
dentists  and  not  attract  new  ones.  An  overall  average 
increase  of  at  least  SO  percent  would  place  Medi-Cal 
dental  fees  at  a  level  that  approximates  overhead 
costs.  'V^ 

This  fee  increase  could  be  implemented  so  that 
preventive  and  basic  restorative  services  were  in- 
creased 100  percent,  with  smaller  increases  for  the 
more  expensive  procedures  such  as  root  canals, 
dentures,  and  crowns  (caps).  This  would  provide 
dentists  with  a  small  profit  for  those  procedures  most  i 
often  provided  Medi-Cal  recipients,  while  overall 
costs  to  the  Medi-Cal  program  for  the  more  expen- 
sive procedures  would  remain  about  the  same.  It 
would  also  encourage  dentists  to  perform  primarily 
preventive,  basic  restorative,  and  emergency  proce- 
dures for  Medi-Cal  patients. 

Future  fee  increases  could  be  tied  to  the  con-  ■ 
sumer  price  index  so  that  dentists  deciding  whether 
to  participate  in  Medi-Cal  could  be  assured  that 
current  fee  increases  will  continue  to  be  adequate  in 
the  future. 

2.  Simplify  administrative  procedures. 

Making  Medi-Cal  dental  claim  forms  similar  to 
other  insurance  forms  (instead  of  the  present  use  of 
a  unique  coding  system)  would  ea.se  the  paperwork 
burden,  especially  for  solo  practitioners  with  small 
office  staffs  —  the  majority  of  dentists  in  California. 

As  is  the  case  with  most  private  dental  insurance 
programs,  Medi-Cal  could  also  eliminate  the  require- 
ment that  X-rays  or  written  explanations  be  submitted 
for  routine  procedures,  such  as  fillings,  on  adult  pa- 
tients. (Medi-Cal  has  removed  this  requirement  for 
children.)  The  presubmission  of  X-rays  for  routine 
procedures  increases  the~cost  of  service  and  does 
little  to  prevent  fraud  or  to  increase  quality  care. 
Many  of  the  dentists  interviewed  complained  that 
they  were  denied  payment  because  of  poor-quality 
X-rays  —  not  because  the  film  was  not  diagnostic.  In 
order  to  be  reimbursed,  they  had  to  take  more  X- 
rays,  thus  exposing  patients  to  additional  radiation. 


3.  Add  dental  sealants  and  a  second  cleaning  to 
the  services  covered  by  Medi-Cal. 

The  Medi-Cal  dental  program  has  one  of  the  most 
complete  benefit  packages  for  dental  services  of  any 
Medicaid  dental  program  in  the  country.  However, 
there  are  two  common  preventive  services  that  are 
lacking,  which,  if  added,  would  increase  the  oral 
health  of  Medi-Cal  recipients.  The  first  is  the  use  of 
dental  sealants,  and  the  other  is  the  addition  of  a 
second  cleaning  per  year,  which  would  benefit  many 
Medi-Cal  patients  whose  periodontal  (gums)  health 
status  may  be  poor.  The  addition  of  these  two 
services  would  be  a  relatively  low-cosi  way  to  improve 
care  and  also  decrease  the  perception  among  some 
dentisu  that  Medi-Cal  does  not  allow  comprehensive 
care. 

4.  Keep  dentists  up  to  date  about  the  Medi-Cal 
dental  program. 

Most  of  the  dentists  interviewed  who  were  not 
participating  in  the  program  had  accepted  Medi-Cal 
patients  in  the  past.  Some  left  because  of  the  growth 
of  their  practice,  but  many  more  stopped  accepting 
new  patients  because  of  the  problems  outlined  here, 
such  as  low  fees  and  complex  paperwork. 

In  addition,  over  half  the  dentists  interviewed  were 
unaware  of  changes  in  the  program,  such  as  a  fee 
increase  just  two  months  prior  to  the  interview. 

Medi-Cal  will  need  to  make  an  effort,  possibly  with 
the  help  of  local  dental  societies,  to  keep  dentists  up 
to  date  on  the  current  status  of  the  program  and  to 
increase  trust  among  those  who  stopf)ed  accepting 
Medi-Cal  patients. 

5.  Educate  patients  about  the  benefits  and  respon- 
sibilities of  the  program. 

In  re.sponse  to  dentists'  concerns  about  broken 
appointments  and  patients  who  are  unaware  of  the 
dental  program,  Medi-Cal  could  provide  recipients 
with  information  about  the  program  at  the  time  they 
receive  their  benefits.  This  information  could  include 
the  toll-free  phone  number  for  the  Medi-Cal  referral 
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service  and  could  explain  the  importance  of  arriving 
on  time  for  appointments. 

With  increased  provider  participation,  the  CHDP 
program  could  provide  low-income  families  with 
information  about  the  dental  service  available  for 
their  children,  along  with  a  better  chance  of  finding 
a  dentist  for  their  treatment. 

6.  Increase  access  to  and  accuracy  of  the  Medi- 
Cal  dental  referral  program. 

The  survey  of  the  referral  program  indicated  that 
the  program  may  help  match  some  Medi-Cal  patienu 
with  dentists,  but  it  is  limited  in  its  ability  to  improve 
access  because  so  few  dentists  are  accepting  new 
Medi-Cal  patients. 

If  other  changes  in  the  Medi-Cal  program  en- 
couraged a  significant  number  of  new  providers  to 
begin  accepting  new  patients,  the  program  could  have 
a  positive  impact  on  the  access  to  dental  services  for 
Medi-Cal  patients.  It  is  also  important  that  the 
referral  program  regularly  update  its  list  of  participat- 
ing dentists  to  increase  the  accuracy  of  the  names 
provided. 

The  ideal  way  to  increase  access  to  dental  services 
for  low-income  patients  in  California  would  be  for 
every  dentist  in  the  state  to  accept  a  small  number  of 
Medi-Cal  patients  in  their  practice.  It  could  be 
argued  that  if  the  state  made  significant  improve- 
ments in  the  Medi-Cal  program,  enabling  dentists  to 
provide  dental  care  to  low-income  residents  while 
making  a  small  profit,  dentists  in  California  might  be 
motivated  to  view  new  program  participation  as 
worthwhile,  as  well  as  a  moral  and  ethical  obligation. 


Peter  C.  Damiano,  D.D.S.,  M.P.H.,  is  a  visiting  assis- 
tant professor  and  Robert  Wood  Johnson  scholar  in 
Health  Services  Research,  UCLA  School  of  Dentistry: 
E.  Richard  Brown,  Ph.D.,  is  an  associate  professor  in 
the  School  of  Public  Health,  UCLA;  Jeffrey  D.  John- 
son, D.M.D.,  M.P.H.,  is  a  visiting  associate  professor 
and  Robert  Wood  Johnson  scholar  in  Health  Services 
Research,  UCLA  School  of  Dentistry;  and  James  P. 
Scheetz,  Ph.D.,  is  a  visiting  scholar  in  the  School  of 
Public  Health,  UCLA. 
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Assistance  Program  of  the  California  Policy 
Seminar  at  the  request  of  the  Assembly 
Special  Committee  on  Medi-Cal  Oversight  of 
the  California  Legislature.  The  full  report  is 
available  free  of  charge  to  state  government 
offices  and  at  cost  ($5.00  per  copy)  to  others, 
payable  upon  ordering.  Please  address  in- 
quiries to  the  California  Policy  Seminar,  109 
Moses  Hall,  University  of  California,  Berke- 
ley, CA  94720;  telephone  (41*)  642-5514  or 
ATSS  8/582-5514. 
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[Whereupon,  at  12  p.m.  the  hearing  was  adjourned.] 
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